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Follow Up Care of Cardiac Children in the Home 


By Lucy 


HE word “ cardiac’ when applied 

to children belonging to a cardiac 
clinic does not convey the full implica- 
tion of the extent of the problem in 
childhood. The bulk of a children’s 
cardiac clinic is composed of children 
who already have rheumatic heart dis- 
ease, or who have had some other 
manifestation of rheumatic fever, so 
that it is probably better to think of the 
problem, and speak of the children as 
“ rheumatics ” rather than as cardiacs 
only. 

Nurses who do home _ visiting, 
whether they call themselves social 
workers or public health nurses, must 
feel that the rheumatic child is a tre- 
mendous challenge. In New York 
City, heart disease comes first in the 
list of causes of death among school 
girls, and among school boys it is 
second only to accidents. Physicians 
in the clinic are limited in what they 
can accomplish. They examine the 
child and make the diagnosis; they 
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prescribe treatment; they spend as 
much time as possible (and it is usually 
all too brief a period) discussing the 
problem with the child and the parent, 
but after all, it is the nurse who goes 
into the home, and who actually sees 
conditions, and it is she who must help 
to adjust the child’s environment, so 
that his chances of living a useful life 
are increased. Confidence in the phy- 
sician is essential, but unless the family 
has equal, if not greater confidence in 
the nurse, little can be accomplished. 
Sometimes it seems as if the really 
effective public health nurse must be 
something of a superwoman! She 
should have a reasonable understand- 
ing of many problems, medical, social, 
and psychological.’ If she lacks under- 
standing she lacks a very fundamental 
requirement. Intelligence we are 
given as a birthright, but good judg- 
ment in handling situations is based on 
intelligence plus knowledge, training, 
and some sympathy with human nature. 
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TAKE TIME TO EXPLAIN 


As in most public health problems 
results which can be permanent are 
founded primarily upon education of 
the class of population involved. Edu- 
cation is a slow process, often parents 
follow directions not because they 
understand, but because they are too 
stupid not to do as they are told. Al- 
though certain uncooperative parents 
can be made to follow advice by threat, 
this method should be used only as a 
last resort. Usually some glimmer of 
an idea can be injected if someone will 
take the trouble to explain very simply 
what we are trying to do and why we 
are trying to do it. For instance, when 
a mother is hesitant about giving her 
consent for tonsillectomy, it is very 
effective to show her the child’s dis- 
eased tonsils, and the large glands in 
the front of the neck which are the 
result of the infected tonsils. Educat- 
ing people of low intelligence requires 
vast patience, but it is the only basis on 
which real results can be built. 

GROUPS OF CLINIC CASES 

There are four main groups of cases 
which are usually followed in a chil- 
dren’s cardiac clinic: 

Those with congenifal heart disease. 

Those with acquired organic heart dis- 
ease—and this, in children, means rheumatic 
heart disease. 

Those who have had acute rheumatic 
polyarthritis, chorea, or growing pains, but 
who have not as yet developed heart disease. 

Those children who have physical signs or 
symptoms which are not definitely diagnosed 
as cardiac in origin. 


“RHEUMATIC FEVER ” 

3efore going into the details of what 
a public health nurse can do for these 
children of different groups, a brief re- 
view of the disease which we call rheu- 
matic fever will be helpful. Many 
points are strikingly similar to tuber- 
culosis. For instance, there is a high 
family incidence. It is common to find 
more than one child in the same family 
with any one of the rheumatic mani- 
festations. We may find that the 
parents, grandparents, or aunts or 
uncles and cousins have some form of 
rheumatic fever. Such a fact suggests 


either inherited susceptibility to this 
disease, or direct communication of the 
infection from individual to individual, 
perhaps both. The term “ rheumatic 
fever’ as we use it means a disease, 
probably an infection, which manifests 
itself in several ways, either as an acute 
illness involving the joints, as “ grow- 
ing’ pains, or fleeting joint pains, as 
chorea, or a primary invasion of the 
heart. These phases may occur in the 
same individual at different times, or 
only one phase may show in one individ- 
ual at any time. It is very important to 
realize that this rheumatic infection 
may attack the heart first, with no joint 
pains, or any symptoms except those 
which pertain to the heart. The 
changes which take place in the heart 
in rheumatic infection are so charac 
teristic that even in the absence of a 
history of joint pains or chorea, a phy- 
sician is able to diagnose rheumatic 
heart disease when certain physical 
signs are present. 

Although there is much that we do 
not know about rheumatic fever, there 
are certain established facts which 
cardiac social workers should bear in 
mind. Girls are more apt to be affected 
than boys, though the difference is not 
very great. Children between 6 and 9 
years are those who are most com- 
monly attacked, although rheumatic 
fever may occur as early as 18 months. 
The child who has once had this disease 
in any form is most likely to have other 
attacks, and a high proportion of such 
children sooner or later develop dis- 
ease of the heart. Another very strik- 
ing fact, and the one which constitutes 
the greatest challenge to public health 
workers, is that this disease, rheumatic 
fever, is almost exclusively a disease of 
the poor. It is the child who is 
neglected, who has inadequate food and 
clothing, insufficient rest, fresh air and 
sunlight, and who sleeps in the same 
bed with two or more individuals who 
provides the most fertile ground in 
which the seeds of rheumatic fever 
may flourish. At present we do not 
know exactly what bacterium causes 
this disease, nor can we be sure that it 
is passed from person to person, but 
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because it prevails among the social 
classes with poorest standards of liv- 
ing, our energies must be directed 
largely towards attempts to improve 
the child’s environment. 

ORGANIZED EFFORT 

Systematic effort to care for these 
children offers the best hope of control- 
ling the disease, just as organized work 
has apparently hastened the decline of 
tuberculosis. To this end many cardiac 
clinics have been established, chiefly in 
connection with hospital dispensaries, 
with social workers to follow up the 
children in their homes, and supple- 
ment the work of the physicians. A 
functional classification has been 
adopted by the American Heart Asso- 
ciation which has proved very practical 
for any social worker or agency which 
deals with these children. The exam- 
ining physician puts each child in one 
of these groups, basing his opinion 
partly on the examination, including 
exercise tests, and partly on the history 
of the presence or absence of such 
symptoms as undue fatigue, palpita- 
tion, shortness of breath, or inability to 
lie flat at night. 

The care of children with congenital 
heart disease depends largely on 
whether or not there is any degree of 
heart failure, and what will be said 
later about the children with acquired, 
that is, rheumatic heart disease, will 
apply to a certain extent to these chil- 
dren also. Probably little or nothing 
can be done to prevent formation of 
congenital abnormalities, but these chil- 
dren not infrequently develop rheu- 
matic infection of the heart on top of 
their congenital defects. Also, they are 
apparently more apt to have tubercu- 
losis than other children. For these 
reasons, attention to their environment, 
food, rest, hygiene, cleanliness, is even 
more important than for the well child. 
Regular examination of these children 
is obviously important, for the early 
detection of signs of rheumatic fever 
or tuberculosis. 

The children who have already de- 
veloped rheumatic heart disease consti- 
tute the bulk of cases in most children’s 
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cardiac clinics. This group is divided 
according to functional classification. 
In making this classification the physi- 
cian is often helped by what the nurse 
can tell him. For instance, the mother 
may state that the child never gets out 
of breath, but the nurse may find that 
the child is instinctively leading an in- 
active sort of life, preferring to stay at 
home and read rather than race around 
the streets with the other children. 
Such a fact not infrequently modifies 
the physician’s conception of the way 
the heart condition is affecting the 
child’s life. 


CLASSIFICATION BY 


Class 1. Children who have definite heart 
disease, but whose activities are not embar- 
rassed in any way by their heart disease. 


Class 2A. Children with real heart disease 
whose physical activities are slightly limited 
by the condition of the heart. 


Class 2B. Children who must lead a very 
restricted life because of their cardiac con- 
dition. Many of these probably have an 
active infection of the heart. 


Class 3. Bed patients. They are unable 
to perform any physical exertion however 
slight without symptoms of heart failure. 
Children who have physical signs or symp- 
toms which suggest heart trouble but which 
cannot be definitely diagnosed as such are 
put in Class E. Class F is confined to chil- 
dren who have had some phase of rheumatic 
fever, such as growing pains or joint pains, 
with or without fever, but who have not as 


FUNCTION 


yet developed any heart lesion—the “ poten- 
tial” group. ; 
CONSIDERATION OF EACH CLASS 


We now come to consideration of the 
aims of the nurse who visits these chil- 
dren in their homes. 

Class 1, those with heart disease but 
who are physically able to carry on 
work and play. It is wise to let them 
lead a normal life in every way. Do 
not dwell on the fact that the child has 
heart trouble, and this applies to all 
types of clinic cases. If all the em- 
phasis is a negative one, the child's 
state of mind, his morale, will be poor 
and will react on him physically. The 
aim with these children is to keep them 
in the best possible physical condition. 
This means teaching them all the rules 
of health. If their home environment 
Tell the 


is poor, adjust it if possible. 
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mother, but do not frighten her, that 
the child must have rest and nourish- 
ment to combat the infection which he 
has had, and to prevent the advance- 
ment of the disease. Any focus of in- 
fection should be removed as a general 
health measure. This includes in- 
fected teeth and tonsils, investigation 
of the nasal sinuses for infection, 
examination of the ears and regulation 
of the intestinal tract. Presumably all 
these recommendations have been 
made in the clinic by the doctor, but the 
nurse can follow up reluctant cases and 
see that these things are done. 

Class 2A, those who are limited in 
their activities, and require more atten- 
tion to the heart itself. It is most im- 
portant for these children to learn to 
follow the rules of health, but besides 
that they must learn how to adjust 
themselves to their physical condition. 
Such a child should have an extra daily 
rest, either at the noon hour or after 
school before going out to play. He 
should learn to stop and rest for a few 
minutes when he gets tired or feels his 
heart thumping too hard, but he should 
also be encouraged to do as much as he 
can, not just sit in a corner and read. 
Sometimes graduated exercises will 
help increase the tolerance of the heart, 
but these must be carefully controlled. 
If the public health nurse can take the 
time to watch these cardiacs in their 
work and play to observe their reaction 
to exercise, it helps the physician 
greatly in analyzing the child’s condi- 
tion. The points to look for while ob- 
serving these children are, poor appe- 
tite, loss of weight, pallor, fatigue, 
lassitude and restless sleep. A rapid 
rise in the heart rate with slow return 
to normal after exercise, is a sign of 
decreased capacity of the heart’s func- 
tion. Any or all of these signs may 
mean a return of the infection, or on- 
set of heart failure. Probably these 
two, active infection of the heart and 
failure of the heart, are synchronous in 
children.. If the nurse observes any of 
these things in her home visit, the child 
should be urged to return to the clinic 
for examination at once and not wait 
for his next appointment. 


A very practical help is to guide 
these children in their plans for the 
future. Get them interested in some 
form of work which will be compatible 
with their physical condition, so that 
they can look forward to lives of use- 
fulness and self support. 

Class 2B. These children must lead 
greatly restricted lives. Only slight 
exertion gives them shortness of breath 
and fatigue, so that their lives are 
chiefly sedentary. Usually they need 
no urging to restrict their activities. A 
good share of the 24 hours must be 
spent in bed, but part of the day sitting 
out in the fresh air will help their gen- 
eral condition. By improving. their 
nutrition, and seeing that they get ade- 
quate rest, also by removing foci of in- 
fection these children may improve so 
that they graduate into class 2A, or 
even 1. While they are in 2B they 
should be in school. They should live 
on the ground floor, or only one flight 
up so that they can get out of doors. 
Some of these can learn a trade, but in 
general the outlook for them is not 
very bright. 

Class 3 includes the very sick who 
are confined to bed because they show 
signs of heart failure even when at 
rest. The nursing care of these chil- 
dren is very important, and many 
mothers learn through the public health 
nurse how to give such care. Absolute 
rest is essential, with attention to the 
food and the bowels. Records should 
be kept of the pulse, temperature, and 
respiration, and the urine output com- 
pared with the fluid intake. Mothers, 
unless unintelligent or overburdened, 
can be taught to watch all these symp- 
toms. If they cannot be taught the 
children are better off in the hospital. 
It is hardly necessary to say that these 
bed cases belong under the care of a 
physician, who will prescribe the 
proper drugs and see the child regu- 
larly. In children with heart failure 
who show rapid pulse, dyspnea, 


diminished urine output, and particu- 
larly if swelling of the legs and abdo- 
men is present, digitalis is indicated. 
This is an extremely useful drug, but 
there are dangers from too large doses 
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or from too prolonged use. The dan- 
ver signals should be recognized by the 
nurse who has _ the under care. 
The first symptoms of overdosing are 
nausea and vomiting. These’ two 
symptoms go along with cardiac fail- 
ure, and occasionally it is puzzling to 
decide whether or not the digitalis is 
responsible for the nausea. If, how- 
ever, the patient has received full doses 
of digitalis, and then begins to vomit, 
it must be assumed that the digitalis is 
responsible for the nausea. The other 
sign is irregular pulse. If either of 
these signs occurs, the nurse should 
take the responsibility of cutting the 
drug without waiting for the doctor's 
orders. 


Case 


Another drug which is widely used, 
particularly when joint pains are 
present, is sodium salicylate. In some 
patients sodium salicylate will produce 
dizziness, buzzing in the ears, especially 
if sodium bicarbonate is not given in 
conjunction with the salicylate. If 
such symptoms occur the drug should 
be cut, and if it is desirable to continue 
the salicylates, some other form will 
probably be suggested by the physician 
in charge. 

If it is impossible for the child to 
rest quietly because of pain, or diff- 
culty in breathing, or for any other 
reason, sedatives are needed. The 
milder ones should be used at first, 
such as bromides or codein but mor- 
phine is justified when the child is in 
great distress. The quieter he is kept, 
the less strain there is on the heart, and 
the greater his chance of recovery from 
the attack. 


THE HOPEFUL CLASSES 


We now come to the two classes of 
patients who have no proved involve- 
ment of the heart: 

Class E—the children who have 
signs or symptoms which suggest heart 
disease, but in whom the presence of 
heart disease is not proved. This class 
presents a problem in diagnosis. The 
general health should be cared for, but 
the chief aim of the public health nurse 
should be to obtain the codperation of 
the family in the procedures which are 


507 


necessary to make the diagnosis. This 
includes X-ray examination of — the 
heart, electrocardiograms, urinalysis, 
and a certain number of visits to the 
clinic Sometimes it 
requires prolonged observation to rule 
out heart disease in these children. It 
Is Most important that such a child and 
his tamily realize that he has not real 
heart trouble. | have found children 
with functional heart murmur leading 
almost invalid lives because the mother 
thought the murmur 
meant “leaking valve,”’ and therefore 
restriction of activities. ‘lhe reaction 
on the child’s outlook on life and his 
behavior in general may be unfavor- 
ably affected if they are not handled 
wisely, 


for obser vation. 


presence ot oa 


The potential group, I‘, presents the 
greatest opportunity tor constructive 
work. The actual bedside care when 
the child is acutely ill, need not be dis- 
cussed. A child with chorea should 
have a bed and a room to himself, and 
should not be exposed to any excite 
ment. His food should be nourishing 
and easily digested. When he becomes 
convalescent, quiet games and reading 
are allowed. In prolonged cases a cer- 
tain amount of reéducation in :sthe use 
of the hands is needed, and simple 
weaving and sewing occupations are 
valuable aids. The child should not 
be allowed to return to school until 
he is completely over the attack, since 
excitement may bring a_ recurrence. 
Unless the home surroundings are un- 
usually good, it is wise to send the 
child to the hospital during the attack 
and for convalescent afterward. 
lf any change in the living quarters 1s 
advisable, it can be made while the 
child is away. All too often the child 
who returns from the country or the 
hospital to the same surroundings has 
a prompt recurrence of symptoms. 

Acute rheumatic polyarthritis needs 
bed care and emphasis on the need of 
prolonged rest. In a large proportion 
of cases there is some involvement of 
the heart, which can only be diagnosed 
hy special examination with the electo- 
cardiograph. For this reason the child 


care 


should be kept at rest for at least two 
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weeks after the acute symptoms have 
cleared up in order to spare the heart 
as much as possible. Salicylate therapy 
should be omitted for several days be- 
fore the child is allowed out of bed, 
since the use of the drug may mask 
symptoms of activity of the infection. 
These children should go away to the 
country for a rest if possible. 
AFTER-CARE 

The after-care of these potential 
cardiacs has two aims. One is careful 
observation in the clinic to detect early 
involvement of the heart. The second 
and most important is the attempt to 
prevent return of the rheumatic infec- 
tion, whether in the form of heart 
trouble, acute joint pains with fever, 
chorea, or “ growing pains.”” This is 
by no means a simple and well defined 
problem. We do not know the exact 
organism that causes the disease, and 
we do not know how or when any indi- 
vidual contracts it. The main fact that 
we do know is, that it occurs among the 
poor almost exclusively, and this fact 
is our guide in attempting to control 
the disease. Congested home condi- 
tions, lack of good hygiene, insufficient 
food and rest, interchange of clothing, 
exposure to cold and wet, all may be 
concerned with lowering the resistance 


of the organism, so that it is open to 
attack by the germ of rheumatic fever. 
Since the disease is conveyed by direct 
contact, any member of the family who 
has rheumatic fever in any form 
should have a bed alone. All the de- 
tails which are included in health edu- 
cation are of paramount importance to 
these rheumatic children, just as they 
are important to pretuberculous chil- 
dren. By examining all the individ- 
uals in a family where there is a case 
ot rheumatic fever, other cases may be 
located and given suitable care. This 
location of “ contacts”’ is a responsi- 
bility which the public health nurse 
might well assume. 

The importance of rheumatic fever 
as a crippling, and possibly communi- 
cable disease which leads to many early 
deaths and lives of semi-invalidism lies 
in its close relation to the general pub- 
lic health. With this point of view, the 
value of the public health nurse imme- 
diately becomes clear. A disease which 
affects thousands of children presents 
itself as a challenge to physicians and 
to social agencies interested in the 
health of children. With the intelli- 
gent cooperation of the workers who 
actually go into the homes of these 
patients, we may hope in time to con- 
trol this disease.* 


*For the information of our readers, the classification and nomenclature for cardiac 
diagnosis may be secured from the American Heart Association, 370 Seventh Avenue, New 
York City. The classes listed here as 1, 2 and 3 are all subdivisions of Class D, hence 
the reference to other general classes as E and F. 























Practical Suggestions for Nurses in Industry * 
By W. J. McConnett, M.D. 


Industrial Health Service, Policyholders’ Service Bureau, 
Metropolitan Life Insurance Company, New York City 


‘T. HE ever increasing diversity of 

responsibilities of the industrial 
uurse makes a partial list, at least, of 
the qualifications and duties expected 
of her very desirable, and at the same 
time a word of warning to the graduate 
nurse attracted by the shorter hours in 
industry may prove helpful. True, the 
hours are shorter but the work is 
strenuous, the responsibilities are 
many, and keen judgment is a neces- 
sity. As an industrial nurse you know 
that you can neither choose your cases 
nor step out when dissatisfied with a 
patient. You must extend to the 
laborer who may be neither good look- 
ing, well dressed, nor clean, the same 
treatment and courtesy as to the office 
Beau Brummell. Unless you possess 
health, patience, a sense of humor, an 
abundance of tact, and ability to coop- 
erate cheerfully with plant personnel 
and workmen of varying nationalities, 
success as an industrial nurse will 
never be yours. 

Special training, after graduation, in 
public health nursing and in industrial 
hygiene is a valuable asset. It becomes 
your duty to know what resources have 
been established in the community for 
the advancement of health and better- 
ment in order that you may refer em- 
ployees, when necessary, to the par- 
ticular organization best able to meet 
their needs. Be sure, also, that you 
know and can explain the benefits 
established for employees in your own 
plant. 

Familiarity with the plant organiza- 
tion, processes of manufacture, sani- 
tary and safety devices used to pre- 
vent accidents and health hazards, and 
a knowledge of the individual jobs 
of employees are necessary for com- 
petent service to both management and 
employees. 


Remember that no matter how small 
the medical department is in compari 
son with others, you are its representa- 
tive, and not part of any other depart- 
ment. Cooperate fully with all depart- 
ments, but do not permit supervision. 
The medical director or visiting physi- 
cian is your supervisor. Be sure that 
you cannot be accused of favoring 
certain individuals and departments. 
Never assume the role of the plant de- 
tective; your interests lie in nursing 
and health education. Investigations, 
other than medical, are the functions of 
the personnel department. In_ the 
smaller plants you may be called upon 
to supervise the lunch room, oversee 
plant sanitation, and provide programs 
for recreation. Do not use your own 
ideas until you familiarize yourself 
with the best practices of the day. 

STANDING ORDERS 

Any and every one may give aid in 
an emergency—yours should be intelli- 
gent. Except in an emergency, never 
treat a patient without authority from 
a licensed physician. In his absence, 
and particularly when the physician is 
on duty only part time, obtain from 
him in writing “ standing orders ”’ and 
follow them. The more detailed and 
specific these are the more you can do, 
but never accept responsibilities of 
which you are not capable. Remember 
the maxim: “It is far better to do 
nothing than to attempt to do some- 
thing you know nothing about.” 

There are no _ formal standing 
orders for plant dispensaries. These 
depend upon the individual physician 
responsible, and to a large extent upon 
his confidence in the nurse. Some phy- 
sicians give responsibilities to nurses 
which others would never dream of 
giving. Do not assume responsibility 
not given. 


* Address before the Twelfth Annual Conference of Public Health Nurses of the State 
of New York, at Saratoga Springs, June 23, 1930. 
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There is only one thing to do when 
vou are asked to accept a position as 
nurse without medical supervision : 
refuse. To accept, invariably means 
prosecution sooner or later. 

Avoid industrial nursing unless you 
are qualified in an emergency to stop 
hemorrhage, recognize and treat heat 
exhaustion, stroke, are able to apply 
artificial respiration, and know how to 
prepare a patient for transportation. 


TREATING THE CASE 


To treat the case and not the man 
dispels at once his confidence in you. 
A mere “ finger-wrapper’”’ is a mere 
first aid employee. The industrial 
nurse makes her contact worth while 
with the injured or sick man. She dis- 
cusses what to him is uppermost in his 
nund—his injury or complaint; and 
displays a sympathetic interest, gain 
ing information about the complaint, 
the man, and his work. The wise nurse 
does not, as the proverb of old, hide the 
light of this knowledge under a bushel, 
but notes it on the patient’s dispensary 
record. It may be of importance later 
to the man and to the plant. With con- 
fidence in the nurse the man will seek 
advice and accept it. His attitude 
changes from a pessimistic to an opti- 
mistic one. If you fail to impress the 
patient on his first visit, the task be- 
comes greater on subsequent visits. 


TREATING THE WOUND—PRACTICAL 
KEMINDERS 


Treat as ordered by your medical director, 
but remember that asepsis in the treatment 
of a wound is better than antisepsis. Next 
to asepsis is the rest of the part. Without 
rest, pain will persist. A sling is a great aid 
in hand and arm accidents. 

Never dress a wound without washing 
your hands just before and just after apply- 
ing the dressing. Be sure that all instru- 
ments used are sterile. 

Do not make a habit of letting a patient 
stand while applying a dressing. He may 
faint. 

Prevent shock as far as possible by apply- 
ing heat, if necessary, to body and limbs; 
quiet your patient; banish fear. Delayed 
shock invariably means internal hemorrhage. 
Summon a physician. 

In the case of wounds, particularly punc- 
tured wounds of the foot, inquire of the phy- 
sician whether he wishes you to give anti- 
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tetanic serum. Inform the patient of the 
reaction following the serum. 

Never probe any fresh wound 
favors deep infection. 


lo do so 


In the absence of instructions from a 
physician never flush out a lacerated and 
contused wound with strong antiseptics. Re- 
move all non-viable tissue and foreign par- 
ticles at the first dressing 


scissors 


use forceps and 


Drainage can be accomplished by the in 
sertion of a sterile strip of rubber—dis 
carded rubber gloves when cut into strips 
and sterilized make good drains. Never re 
move a drain from a clean wound and put in 
another, withdraw it a short distance and cut 
off the end, continue this until the drain can 
be removed entirely. 


Use the same careful technique when 
dressing an infected wound as you would a 
sterile one. You might further infect the 
wound with bacteria not already 
Use torceps to remove dressings 
your fingers 


present 
never use 


Never apply cotton directly to a wound 
always use sterile gauze or muslin. The lat 
ter is preferred in case of burns. Remember 
that a weak solution of peroxide of hydrogen 
applied to dressings which stick is useful in 
loosening them. In applying dressings do 
not pad bony prominences—pad around the 
prominences and relieve the pressure on the 
bony parts. Use “sheet cotton,” not “ raw 
cotton” for padding. Do not permit skin 
surtaces to contact—powder and pad. 

In dressing an abscess never squeeze out 
pus. Neither wait for “ pointing” 
referring case to surgeon. 


before 


Remember that fractured bones do not 
always cause deformities—place 
bility upon physician. Hesitate to agree with 
a patient that he has “a sprain”—a physi 
cian may discover a fracture. 


respons! 


In scalp injuries shave far enough from 
the edge of the wound to permit surgeon to 
treat it properly. Never shave “ against the 
grain.” 

Never dress a skull injury without a phy 
sician seeing the case. Surgeons will tell 
you of cases sent to hospitals several hours 
after an accident with symptoms of fractured 
skull, bleeding in the brain or ruptured in 
ternal organs. Yet, these patients walked or 
rode home after the accident and thought 
there was nothing wrong with them. 

When applying a bandage shortly after an 
injury, allow for swelling. Advise patient to 
return to dispensary or to loosen bandage 11 
too tight. 

In injuries to a finger remember to imme- 
diately remove a ring if present. Discourage 
factory employees from wearing rings while 
at work. Such a practice should be pro- 


hibited by an order from the management. 
Many accidents in plants are caused by rings. 























PRACTICAL SUGGESTIONS 


I{ patient returns to work after application 
of dressing to exposed parts of the body, 
do not expect him to report with the dressing 
on the following day. He will invariably tell 
you that it fell off. When instructing him 
not to remove dressings insist that patient 
follow instructions, but also see that he 
leaves the plant with a clean dressing. Either 
obtain permission from foreman for patient 
to wash and report to dispensary a few 
minutes before quitting time, or cover the 
clean bandage with a finger stall or a top 
bandage and instruct him to remove top 
dressing after he washes up, but not to re 
move the under one. 


In treatment of frost bites, in the absence 
ot a physician, use care not to thaw out 
quickly. Rub well with cold water, ice or 
snow while restoring circulation to the part. 

When examining 
for a foreign body even though the 
patient assures you there 1s nothing in his 
eye. Give eye treatments only under close 
supervision of a physician, the dangers are 
many. The same is true of the ear. If in 
structed to remove impacted “ wax” do not 
force. You may not succeed in remov- 
ing all on the first visit. Have patient return 
atter softening it with a little olive oil. 


inflamed eyes, always 


look 


use 


You may be asked to swab a sore throat, 
but beware. It may be diphtheria or lues. 
Place the responsibility on the physician 
Make it a rule to take cultures on suspicious 
throats. The Health Department will supply 
vou with tubes, and make the examination. 

Never give a purgative without a physi 
cian’s order when patient complains of pain 
in the abdomen—it may be an acute appendix. 
Beware of administering ‘medicine. Leave 
the practice of medicine to the physician. 
Hesitate to recommend any particular physi- 
cian other than the patient’s family doctor. 

Firmly, but courteously, never permit a 
patient to tell you what to do or give—rather 
exchange jobs. 

Only one nurse out of ten thinks to take a 
temperature. I have seen nurses give some 
aspirin or cold tablets and instruct the man 
to return to work and have found his tem- 
perature to be as high as 103°. Use your 
thermometer. 


SUPPLIES 

The amount and variety of supplies 
depend upon the number of employees 
treated, the nature of the work per- 
formed, and the extent of medical 
services given at the plant dispensary. 
While you should not be overstocked 
with material which is scarcely used, it 
should not be necessary to continually 
send “ rush” orders. 
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FOR INDUSTRIAL NURSES 


A supply of antitetanic should 


always be on hand 


serum 


Avoid a variety of antiseptic solutions and 


ointments—have an ample supply of sterile 
gauze and towels. 

No standard equipment for every plant 
exists. The type of hazards determines the 


variety of supplies. Where, for example, 
ammonia is used, a ready supply of vinegar 
or dilute acetic acid should be available; 11 
acids and caustics used, neutralizing 
agents are necessary. 


are 


THE DISPENSARY 

\While cleanliness and orderliness re- 
flect, to a great extent, the ability of the 
nurse, do not sacrifice service to clean 
liness; after all, the dispensary 1s not a 
show place. Under no circumstances 
permit employees to “ loaf” in the dis 
pensary. Exclude the 
who wish to watch treatments. Avoid 
overheating the dispensary. Ade- 
quate ventilation and illumination are 
essential. 


also curious 


RECORDS 

You can never succeed as an efficient 
industrial nurse until you learn how to 
keep accurate records which give per 
tinent information concerning each em 
ployee. In fairness to employees and 
management make your records com 
plete. Do not attempt to remember the 
facts—record them. Give the em 
ployee’s description of the accident 
not the foreman’s or onlooker’s, unless 
the patient is unconscious or dead. It 
has been said that the industrial nurse’s 
report is generally some kind of a 
hodge-podge collection of all kinds of 
treatment—is yours? 

Only by knowing the types of acci- 
dents and illnesses occurring in each 
department of the plant can preventive 


work be done. Do you have this 
information ? 
Do not confuse visits with cases. To 


report effectively the number of cases 
of accidents and illnesses among groups 
you must first know the correct num- 
ber of workers in each group. It is 
unfortunate that plant medical depart- 
ments do not always keep a record of 
absenteeism due to sickness. Obtain 
this information from foreman or de- 
partment keeping the record. Note the 
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reason for absence on employee's dis- can be obtained from the U. S. Public 


pensary record. Health Service. 
Dispensary records are not part of 
employment records and should be kept In conclusion, may I suggest that 


separate and confidential. A standard you join the nearest industrial nurses’ 
form is not as important as standard organization and profit by an inter- 
classifications of diseases and methods change of ideas.* Read the journals 
of keeping data. Make sure that your’ which discuss the subjects of industrial 
record contains the minimum informa- hygiene and health hazards. Do not 
tion consistent with statistical require- neglect to read a daily paper, the best 
ments. If more elaborate records are that the community publishes, and 
desired for specific purposes add them. familiarize yourself with the topics of 
Forms containing the minimum infor- the day and the happenings of the 
mation necessary for statistical study world. 


PRENATAL CLINIC ROUTINE 


The clinic routine for prenatal patients at the Sloane Hospital for Women, 
Medical Center, New York City, is as follows: 


On admission to antepartum clinic, each patient has a complete history taken and is 
asked specifically if she has, or has had, any venereal disease, including syphilis. A complete 
physical examination is made and the pelvis measured and typed. A blood Wassermann test 
is taken. If this be positive, the patient is immediately referred to the skin department and 
intensive treatment started. The importance of being regular in her clinic attendance is 
stressed and a social service worker visits her if she is dilatory. In the meantime, she 
attends the regular antepartum clinic and her appointments there are made to coincide with 
her visits to the skin clinic. A social worker makes at least one home visit and attempts to 
persuade the husband to have his Wassermann taken as well as to persuade the mother to 
bring her other children, if there are any, to clinic for the same purpose. 

A cord Wassermann specimen is taken at delivery and the blood Wassermann test of 
the baby on the tenth day of life. If positive, treatment is instituted while the child is in the 
hospital and is continued on discharge. If negative, the mother is asked to bring the baby 
to clinic when six weeks old and another Wassermann specimen is taken. Every placenta 
is submitted to pathological examination. All babies of syphilitic mothers are followed 
for one year. 

—Reprint No. 21, “ Can Congenital Syphilis be Prevented?’ 
U.S. Treasury Dept., Public Health Service, Washington, D. C. 


* The National Organization for Public Health Nursing has a section devoted to the 
interests of industrial nurses. Those seeking information as to this particular field of public 
health nursing are urged to write to headquarters, 370 Seventh Avenue, New York City 


























Health Center Procedure 
3y Lypa T. KING 
County Nur:e, Medford, Oregon 


T WO of the most frequent criticisms 

of baby conferences are of the noise 
and confusion attending such affairs. 
There is no doubt but that most nurses 
resignedly accept this condition as part 
of the picture, and make no effort to 
eliminate it. In my opinion, based on 
long experience with average confer- 
ences and clinics, itinerant and regular, 
it is quite possible to have smoothly- 
run, peaceful meetings with a mini- 
mum of chaos even in rural health 
centers, where the work is less highly 
organized and usually lacks expert 
helpers. 

What is the reason for the confusion 
and noise? I think it can be traced to 
faulty organization. Not enough atten- 
tion has been paid, nor enough time 
spent, in instructing and training lay 
workers for their duties at the clinic. 
There should be at least two volunteers 
trained for each duty, either taking 
histories, weighing and measuring, act- 
ing as hostesses, or whatever, so that 
there will always be an experienced 
substitute available should the regular 
worker be unable to attend for any 
reason. 

There should be a definite limit set 
to the number of children that can be 
comfortably taken care of, and ap- 
pointments made for each child in 
order to eliminate a waiting line, which 
results in tired babies and unstrung 
mothers when they finally reach the 
doctor. 

Last of all, there is the general pro- 
cedure of the clinic itself. Assuming 
that the lay workers are well versed in 
their duties and that the clinic schedule 
is well appointed, let us consider the 
clinic set-up which, of course, is some- 
what governed by health center accom- 
modations but which in all places can 
be arranged in orderly fashion. 


CLINIC ROUTINE 


Upon entering, the mother is met by 
the hostess, who directs her to a table 


where the worker is seated who takes 
the history of the child or looks up a 
previous record which she hands to the 
mother and sends her on to the dress- 
ing room. This may be only a corner 
curtained off with sheets, where she 
can undress the child and put on what- 
ever is provided (nightingale, or 
kimono, or blanket). She is instructed 
to use a peg assigned for the child’s 
clothes, or a paper bag and to put the 
nightingale in the laundry bag when 
returning after examination. The 
mother then goes into the weighing 
and measuring compartment, where a 
worker writes the height, weight, and 
average on the record. From there 
she goes to the doctor’s room, where 
the nurse in charge takes the doctor’s 
dictation and writes his recommenda- 
tions on a card for the mother to take 
home. Appropriate literature to meet 
the mother’s need is given out by the 
nurse. This medical examination is 
strictly private. From the examining 
room back to the dressing room—and 
the cycle is complete. 

This simple routine is easily ar- 
ranged and obviously makes for a 
smooth-running clinic, since the parent 
passes from one department to the 
other with no running back and forth, 
and each worker stays at her own sta- 
tion to receive the child. This last is 
a very important feature of the plan. 
Nothing tends more to disrupt the 
efficiency and dignity of a clinic than 
to have the volunteer workers grouped 
together in a spare moment discussing 
their new frocks, bridge scores, or the 
latest bit of gossip. There is a tend- 
ency toward this, which certainly 
should be discouraged. After all, the 
object of the clinic is a serious, educa- 
tional one, and should be, I believe, a 
professional matter, treated in a pro- 
fessional manner, together with a cor- 
dial and friendly attitude toward the 
parent. I use the word parent ad- 
visedly, since not infrequently a father 
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acts as escort to his baby and nothing 
is more distracting to this poor, timid 
co-worker than a bevy of talking 
women, and crying babies. It is in- 
deed a feather in one’s professional 
cap, if he makes a second visit. 

Of course, one cannot entirely elim- 
inate the occasional fractious, fright- 


nap, and have his feeding hour de- 
layed—and then turn up smiling! Few 
of us would suffer the same incon- 
venience without a protest. It be- 
hooves us therefore to have clinics so 
organized that children can be taken 
care of promptly, the preliminary work 
done quietly and efficiently, and his 








f 
& 
7 
¥ 


ened child, but generally speaking, chil- young lordship not kept waiting for 
dren respond to proper handling, and examination. Such planning will re- 
it is too much to expect any baby to be dound to the peace of mind of all con- 
exposed to noise, confusion, to being cerned, not forgetting the doctor, who 
undressed at an unusual time of day in’ perhaps more than any of us, appre- 
a strange place, miss the accustomed  ciates a well-run clinic. 


In connection with clinic and conference procedure we quote from “ Routine 
for a Children’s Health Conference” published by the State Division of Mater- 
nity, Infancy and Child Hygiene, New Hampshire: 


A permanent conference committee should consist of representatives from churches, 
women’s organizations, Parent-Teachers’ Associations, clergymen, school authorities, 
granges, etc. 

Duties : 


Chairman—Assigns members of committee to various duties. 

Hostess—Greets arrivals and gives out numbers in correct routine. 

Historians—Two or more members to take histories and record same on physical 
examination card. 

Clerks—Clerks should be assigned to each examining physician to record on con- 
ference card diagnosis and recommendations. 

Weighing and Measuring—At least two members of committee should be selected 
to weigh and measure children and record results on conference card. 

Mother's Helpers—Two or more members of committee to assist mothers in 
undressing and dressing children, etc. 

Transportation Committee—At least three members of committee to transport 
mothers and children to and from Conference. 

Publicity—One or more members of committee to be responsible for newspaper 
articles and notices, announcements given out in churches, schools, lodges and 
motion picture houses and the placing of posters. It is the objective of the 
Conference to have every child in the community under six years of age 
examined. In order to bring this about intensive publicity is necessary. 


Members of committee should be carefully instructed regarding their particular duties 
by conference nurse, previous to conference. 

Place of Conference—Whenever possible select a public building—Town Hall, Library, 
School Building, or Fire Station. 

The ideal place to hold a conference is a building where a series of rooms is available— 
a large, clean, well ventilated, properly heated waiting room, one or two smaller rooms 
that may be used for physicians making examinations and at least one dressing room 
Successful conferences, however, may be held in smaller quarters. Frequently one large 
room is all that is available. When this is the case, screens and sheets mzy be used to give 
privacy to examining and dressing rooms. Always provide a screened corner where children 
may undress and dress without embarrassment to mothers. 

Rooms should be in readiness at least an hour before time set for conference. 














How to Evaluate Methods of Supervision * 


By IRMA E. REEVE 


Educational Director, Visiting Nurse Association, New Haven, Conn. 


VALUATION of a_ process, 
whether it be cabinet making or 
supervision of public health nursing, 
must always depend on the purpose 
which the process is intended to serve. 
For this reason, before searching for 
measuring rods for our supervisory 
methods, I have attempted to define 
our aims in this field, which as I see 
them might be stated somewhat as 
follows: 


Aims of supervision in public health 
nursing : 

To provide for the efficient functioning 
of each branch of the service. 

To carry on the education of the staff in 
order that they may serve the sickness and 
health needs of the community; may be 
alert to recognize or to evolve improved 
methods of service; and that they may find 
increasing satisfaction in their work. 


In an effort to determine whether 
the methods of supervision with which 
| am familiar were those in general 
use, I sent a questionnaire to a few 
associations, asking them to describe 
their methods. The returns showed 
considerable uniformity. Questions 
answered by individual supervisors 
provide us with at least an incipient 
evaluation of our methods. Yet, do 
our present methods in supervision 
really fulfill our aims? Possibly it 
would simplify our problem if we sub- 
divide the question as follows: 


Is our particular service or department 
meeting the needs of our patients as effec- 
tively as it might? 

Is our plan of administration an economi- 
cal one? 

Are we making sufficient provision in our 
supervisory plan for the development of our 
staff in order that they may give increasingly 
good community service? 

What definite evidences of growth are ap- 
parent in the staff? 

Are we, as supervisors, finding or making 
opportunities for self-improvement ? 


MEETING THE NEEDS OF PATIENTS 

The first question immediately in- 
volves another; namely, what are the 
needs of our patients? Are we as in- 
dividual supervisors studying our dis- 
tricts with regard to population and 
racial distribution and their effect on 
illness and health, are we studying the 
morbidity and mortality rates and their 
trends, the other available health re 
sources, possible overlapping of serv- 
ices, or gaps between them? Do we 
know whether there are uncovered 
areas or groups which might profit by 
our service? For example, are there 
people in moderate circumstances who 
could undoubtedly use our hourly or 
maternity service to good advantage? 
Are we analyzing, or studying the 
analyses of our statistician, in our indi- 
vidual departments according to some 
quantitative measure such as that pro- 
vided in the A.P.H.A. appraisal form? 
Without doubt, most of us ate making 
some such quantitative study. Qualli- 
tative analysis is not so easy to achieve, 
The East Harlem Nursing and Health 
Service suggests that individual nurses 
might attempt to measure their accom- 
plishments not only in terms of visits 
made, and improvement of physical 
conditions in the home, but also in 
terms of changed attitudes regarding 
preventive measures, or again, in terms 
of changed habits. Might we occasion- 
ally make some such study of at least a 
cross-section of our families ? 


FOLLOWING AN ECONOMICAL PLAN 


In this day of careful accounting in 
the field of social service as well as in 
that of business, the analysis of service 
rendered will invariably be checked by 
that of cost. While it may be said that 
this is primarily the concern of the ad- 
ministrator, it will probably fall to the 


* Paper presented at the N.O.P.H.N. Round Table for Supervisors, Biennial Convention, 


Milwaukee, Wis., June 12, 1930. 
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supervisor to watch for possible leaks 
in use of time and equipment, as well 
as in the matter of financial returns for 
nursing service. Are we interesting 
the staff nurses in at least occasional 
analyses of the distribution of their 
own time? Do we make similar studies 
both of their time and of our own? 
The supervisor interested in the econ- 
omy of her methods will doubtless 
wish to make a study of the sickness 
rate among her staff nurses in relation 
to hours of work, overtime, and pre- 
ventive sick leave. 


IMPROVEMENT IN STAFF WORK 


Given reasonably good policies and 
machinery, the quality of our service 
depends very largely on the ability and 
improvement of our staff nurses. The 
supervisor occupies a key position in 
anv program of staff education. She 
has the opportunity to see the pattern 
of the work as a whole and yet a suf- 
ficiently close contact with each of the 
groups involved—director, other super- 
visors, nurses, social agencies, and 
families, to appreciate the contribution 
of each and to interpret the aims or 
needs of the one to the others. Are we 
capitalizing this opportunity ? 

In measuring our methods of staff 
education, we might well ask if our 
staff meetings or group conferences 
are interesting and stimulating and 
based on the most pressing need or 
lack which we have observed in our 
staff. I think we need to consider the 
possibility of small study groups with 
an expert leader, which while costly in 
themselves might sometimes prove 
more economical in terms of educa- 
tional returns, than a series of lectures 
with volunteer speakers. If our pro- 
gram is definitely educational, nurses 
might be asked to contribute something 
to the cost, or if the organization pays 
for the instructor, the classes might be 
conducted outside working hours, thus 
effecting a saving of many hours of 
time. It should go without saying that 
we would use our own supervisory 
staff to the fullest extent possible. We 
might also ask to what extent we are 
stimulating our nurses to further indi- 


vidual study, whether of their dis- 
tricts, families, or other phases of 
public health. 

[f the supervisor herself is a teacher, 
probably her individual conferences 
with her staff will be fully as fruitful 
as any group instruction. The success 
of such conferences can be measured at 
first by the type and number of prob- 
lems which the nurse brings to them. 
Later, should we not judge of their 
success by the nurse’s increasing tend- 
ency to tackle problems for herself and 
to bring a carefully thought-out plan 
for solution to the supervisor? Dr. 
W. H. Kilpatrick sets us a high stand 
ard for the recognition and stimulation 
of latent ability in our staff, when he 
says: “ Democracy demands that each 
(supervisor and teacher) respect the 
other's personality as it now is and 
with reference to what it may become. 
The supervisor will ever seek to ex 
tend the self-direction of the teacher.” 

THE CASE METHOD 

If we are to recognize capacity for 
growth, as well as causes, often remoy 
able, of stunted growth in our nurses, 
are our present methods of evaluation 
of our staff adequate? We are finding 
the case study method increasingly 
essential in our attack on our patient 
family problems. Might similar studies 
based on our individual conferences 
with the nurse and our observation of 
her in office and field, frequently prove 
equally helpful in assisting the nurse to 
meet her own problems of adjustment : 
As an example of the need of such a 
study, I am reminded of the case of a 
student who was considered rather 
stolid and quite unresponsive to sug 
gested plans for improving her health 
teaching. It remained for the mental 
hygiene supervisor to discover that this 
student had lived in six states in fewer 
years, being transferred from school to 
school, that her father was dead, her 
mother ill, and that an aunt with whom 
she lived was having difficulty with her 
husband. Was it any wonder that a 
person with as many problems as she 
had had during adolescence should 
have become quite skeptical of the pos- 








EVALUATION OF SUPERVISORY METHODS 


sibility of relieving or improving in- 
volved situations? We know that 
many supervisors have long been giv- 
ing careful attention to personality dif- 
ficulties. My suggestion is merely that 
we ask ourselves whether we are mak- 
ing as frequent an application of the 
case study method as we might. 


FIELD SUPERVISION 


As the individual conference gives 
us one of the best opportunities to help 
with the personal problems of the 
nurse, so field supervision provides the 
best potential basis for constructive 
assistance with her field work. Two 
problems are likely to face us in our 
visiting with the nurse—first, the ques- 
tion of how to avoid or overcome con- 
straint on the part of the nurse in our 
presence, and second, of how fre- 
quently to accompany her. Eight of 
the ten associations replying to my 
questionnaire report that they discuss 
the case with the nurse before visiting 
the home. It would be interesting to 
know if these preliminary conferences 
tend to concentrate the nurse’s atten- 
tion on her family problem rather than 
on her own possible shortcomings, and 
hence leave her less self-conscious and 
with less feeling of constraint in the 
home. Constructive discussion of the 
visit after return to the office, which is 
carried on by all ten associations also 
serves to remove any possible stigma of 
mere inspection from our visit. 

In the field of general education, 
self-rating of teachers seems to have 
found considerable favor. H. O. Rugg 
says of this method: “ Improvement 
of teachers in service rests directly 
upon the initial step of self-criticism.” 
If a satisfactory schedule of self-rating 
for nurses could be arrived at it is 
possible that nurses would become 
more keenly aware of the need and 
assume greater responsibility for the 
improvement of their own work, de- 
pending less and less on the super- 
visors for setting their standard. 

In the frequency of our field super- 
visory visits there is apparently little 
uniformity. Some associations give 
field supervision to staff nurses 
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monthly, others once in three or six 
months, and one or two only as occa- 
sion arises. In any attempt to evolve 
a satisfactory criterion for frequency 
of supervision, it would be necessary 
to consider not only how our visits 
affect the growth of the nurse, but 
also, how much contact we need to 
have with the patients for whom we 
are responsible. If our visits routinely 
coincide with our semi-annual or an- 
nual efficiency reports, is not the nurse 
justified in thinking that we are inter- 
ested in rating rather than aiding her ? 


SELF-IMPROVEMENT 


Finally, no attempt to evaluate 
methods of supervision could be quite 
complete without a consideration of 
what we are doing to improve our- 
selves in service. Are we finding time 
for a course of study each year in our 
own or some related field? Or if 
courses are not available, might it not 
be desirable to plan a definite, though 
flexible, educational program for our 


supervisors’ meetings? If assistant 
supervisors are drawn from. staff 


ranks, have we a definite plan for in- 
troducing them to the field? At least 
one organization of those to whom | 
wrote has a supervisors’ manual, which 
must serve as an excellent guide and 
stimulus to the supervisory group, 
covering as it does, the qualifications 
and functions of the supervisor, the 
tools of supervision, the development 
of the potential supervisor and finally, 
a discussion of routine procedures of 
the service. 

In conclusion, I should like to sug- 
gest that we could find no better way 
of evaluating our methods of super- 
vision than by a careful summary (job 
analysis if you will) of what we are 
doing, particularly why we think we 
are doing it as we are. In the field of 
hospital supervision the myth of the 
need for military discipline is rapidly 
dying. Is it possible that in our public 
health nursing supervision we may find 
equally unfounded myths which will 
fade when subjected to the light of 
reason ? 











Problems of a School Health Program * 


By Etma Roop 


Director of Health Education, Children’s Fund of Michigan 


OF the many problems which con- 
front workers in school health 
programs, there is one, which, accord- 
ing to reports from the field, is found 
very often and for which a solution 
comes only after long, earnest effort 
on the part of many people. This 
problem is to find a way to coordinate 
all the forces contributing to the health 
of children. In order to indicate the 
type of school health program which 
might solve the problem, it is well to 
state a few underlying principles, 
which are quite generally accepted as 
basic to a sound program. 


The health of children is one of the ob 
jectives of all education. 

The responsibility for the realization of 
this objective is shared by every person in 
the school, home, and community, who has 
direct or indirect contact with children 

Since major attention, in this type of pro 
gram, is focused upon the development of 
healthy children in each classroom, it be- 
comes necessary for every person, from the 
superintendent down, to contribute not only 
to the protection of children from every 
influence which might hinder this develop- 
ment, but also to participate in assisting and 
encouraging the children to develop “ abound- 
ing health.” It also becomes incumbent 
upon every member of the school staff to 
help each child build a rational basis for his 
behavior through an understanding of all his 
experiences. 


CLARIFICATION OF AIMS 


Reactions of teachers, supervisors, 
administrators, and special health 
workers during a period of three years 
in many types of school organizations 
and in totally different community 
groups, show that in hundreds of com 
munities conditions prevail which 
justify the statement in the opening 
paragraph—there is need for more co- 
ordination of effort in the 
child health. 

In this composite picture is the fre 
quently recurring statement of teachers 


cause of 


in our training centers that they have 
never child health program 
Hence, the need of de- 
veloping the health program in our 
demonstration schools. And there 1s 
need, also, for making the health prin- 
ciples taught on the college campus 
function more fully in the environment 
and practices of students in the dormi- 
tories, cafeterias, and classrooms. Im 
provement in these respects would un- 
doubtedly clear much of the haziness 
that apparently exists in the minds of 
young teachers as to the purpose of the 
whole program. 


seen a 
functioning. 


In assisting these teachers to visual- 
ize the aims and possibilities in the 
health program, active support of the 
school administrator becomes the crux 
of the situation. His recognition that 
doing is the most valuable educational 
procedure will immediately place his 
approval upon such activities as excur- 
sions, and investigations, rather than 
upon formal teaching from a textbook, 
to the crowding out of educative ex 
perience, and teachers will thus feel 
that these activities need not be limited 
to after-school hours or Saturdays. 
His recognition of health as a responsi- 
bility of the school, and one which is 
intimately associated with the daily 
activities of the classroom, secures for 
the children the benefit of the teacher’s 
influence. He also may clarify the 
position of the various specialists who, 
by invitation, come to make certain 
contributions. 

There is also indicated a very great 
need for more definite aims on the part 
of special health workers, who are apt, 
otherwise, to think in terms of their 
specialty and not in terms of changes 
to be produced in live children. 

We also find a need for the clarifica- 
tion of aims in the minds of parents 


* Excerpts from a paper read at the meeting of the National Education Association, 


Atlanta, Ga., 1929, 
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and of the public at large, since these 
are apt to think of the program in 
terms of an individual child, or as set 
forth in the newspaper accounts of de- 
fects found, or of contagious diseases 
occurring in the past month. In many 
cases these impressions, which are en- 
tirely negative, give a wrong idea of a 
program which aims to build fine 
children. 


The children, too, need to see more 
clearly just what the health program is 
aiming to do. The many ramifications 
of a health program must seem very 
complicated to the mind of a small 
child. Since his interest and coopera- 
tion is essential to his success in health, 
it would seem that we should state our 
aims in the child’s terms so that he may 
know where he is going and when he 
has arrived. 

While, undoubtedly, this hazy situ- 
ation as to aims exists in many com- 
munities, reports also show that there 
are many conscientious superintendents 
struggling to find a way to realize 
health as the first objective of educa- 
tion, many earnest teachers and hope- 
ful parents who read everything, who 
travel long distances to attend meet- 
ings, and who reach out for assistance 
from every possible source in order to 
help children realize the vision of nor- 
mal childhood. Children, too, can be 
found who show their joy in gainirfg, 
who love to do things that make them 
strong, and who see the goal toward 
which they are aiming. 


DEVELOPMENT OF HEALTH STANDARDS 


The development of health standards 
for children has thus become one of the 
outstanding problems in child health. 
Whether we approve or disapprove, 
the movement is growing and spread- 
ing. Every successful attempt means 
new converts; every failure means re- 
organization and a new trial. As evi- 
dence of the working out of this 
problem, we now find, in tangible 
form, the Virginia Five-Point Child, 
the West Virginia Standard, the Ten- 
nessee State Health Badge, the Pea- 
body Health Standard, the Kentucky 
Blue Ribbon Child, the Missouri Six- 


Point Child, the Kansas Health Stand- 
ard, and many local standards in 
Indiana, Ohio, Michigan, Oklahoma, 
Florida, and Alabama. 

A study of these naturally discloses 
great variation, as all have been de- 
veloped to meet local needs and accord 
ing to the facilities in each individual 
community. As an indication of an 
effort to reach a wise and workable 
standard, we find questions being asked 
on such points as: “Shall we rate 
children on effort or shall we build an 
ideal?’ “ Shall we accept children in 
the standard who have such defects as 
cannot be corrected, if all other re 
quirements are met?” “ Shall we ex- 
pect parents to participate actively in 
habit training?” “ Shall we base our 
standard of physical excellence on the 
findings of the physician’s examina 
tions—or shall we, for the time being, 
use to the greatest extent the observa 
tion of the teacher or the nurse?” 
“Shall we rate children on_ health 
knowledge? Shall immunity treat 
ments be included and, if so, how 
many?” “Shall we require a rating 
of good mental and social health and 
how shall these be determined? Shall 
children’s attitudes and behavior be 
measured and, if so, how shall we 
do it?” 

Looking at this conflicting situation 
frankly and accepting as_ inevitable 
these differences of opinion in the be- 
ginning of a pioneer effort, we must 
recognize at the same time that these 
all represent earnest, conscientious 
attempts by people in the field to focus 
interest and effort upon one thing; the 
development of fine children. While 
accepting, with an open mind, the diffi- 
culties of the trial and error method in 
education, we, at the same time, recog- 
nize experimentation as the only real 
scientific method of finding a solution 
to a problem. 

It begins to seem that the standard 
should be allowed to grow in response 
to the needs of the particular field and 
that as many people as possible should 
participate in its growth. Because it 
touches intimately the homes of the 
children, its requirements should be 
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stated simply and concretely enough 
for the public to understand. It should 
consider so carefully the available 
facilities in the community that it will 
be possible of attainment by a reason- 
able number of children. It should, in 
some way, provide the necessary satis- 
faction that should always follow child 
achievement. It should constantly be 
in process of growth and should event- 
ually state definitely what points each 
child should realize, in bodily condition, 
in habits, in attitudes, and in under- 
standing of experience. And it should 
become the climax of the work of all 
contributors. In other words, it should 
become the ideal which, for the time 
being, guides the efforts of the entire 
community. 
EFFECT OF THE STANDARDS 


The statement of a standard seems 
to give parents a definite aim toward 
which to work, the influence of which 
aim extends downward in many cases 
to the preschool child. Because the 
standard stresses the positive only, it 
becomes a very desirable thing to 
attain; therefore, parents become 
anxious to know how they can help 
their children, and corrections are 
secured without urging, pressure, or 
antagonism. It stimulates a wholesome 
comparison of children in groups. Out 
of this comparison there grows grad- 
ually an ideal of what a standard child 
should be like. As this ideal grows in 
clearness, the parents’ and children’s 
desire for its attainment increases. 
Repeated attainment develops a certain 
satisfaction in the achievements of the 
children and in many homes has _ be- 
come a powerful shaping and control- 
ling influence in the régime of the 
household. 

For the teachers and school ad- 
ministrator, the standard motivates the 
work of the entire year, since all 
worth-while health activities contribute 
to it in some way. Work in the inter- 
est of the standard reaches every child 
in the school and even those who do 
not succeed in attaining the standard 


feel the influence of it. The standard 
enables the school staff to measure its 
results year after year, by the number 
of children who reach the goal. It 
helps teachers to individualize their 
health program, since every child pre- 
sents problems which must be solved 
in many ways apart from the group. 
The standard helps teachers see the 
service of specialists as contributory to 
the common aim, and thus helps them 
cooperate more fully. There seems to 
be a growing realization by school ad- 
ministrators of the tremendous pulling 
power which improvement in_ the 
health of a child has upon the support 
of his parents. 

For the school nurse the standard 
brings a _ positive emphasis which 
makes her work become a_ building 
program for health rather than one in 
which major emphasis is given to the 
detection of defects. The particular 
contributions which the nurse makes 
are very important in determining 
whether the children reach the stand- 
ard, and her records, instead of being 
statements of the negative conditions 
discovered, become stimulating sum- 
maries of achievement. 

lo the community at large, it meas 
ures results in terms that people can 
understand. It justifies expenditures 
of public money for child health work, 
since fine, healthy, rosy-cheeked chil- 
dren have an irresistible appeal. It de- 
velops community pride in the accom- 
plishments of its children by building 
more clearly each year, and in ever 
increasing numbers, an ideal of what 
fine childhood should be 

Finally, it gives the child the satis- 
faction of achievement so necessary to 
help him go farther. It overcomes 
much unpleasant anticivation of cor- 
rective work because of the clear pic- 
ture of the end to be realized. It 
develops pride in looking well, in feel- 
ing fine, in weighing more, in being 
strong, and this should hold great pos- 
sibilities as a protective influence in the 
child’s life. 


St 


anor eneeae 





Public Health Nursing in Honolulu 


$y STELLA S. MATHEWS AND Amy MACOwWAN 
Palama Settlement, Honolulu 


HE Territory of Hawaii, of which 

Honolulu is the principal city and 
seaport, entered the American Union 
in 1900 on its own petition. For more 
than a hundred years Hawaii has been 
influenced by American commerce, re- 
ligion and education and for the last 
half century English has been the com- 
pulsory language of the public schools. 


was begun in 1906 when Palama Set- 
tlement with the Free Kindergarten 
Association employed a graduate nurse 
to visit in the homes of the sick poor 
and to supervise the health of the chil 
dren attending kindergarten. 
INITIAL EFFORTS 
1896 
the 


for re 
social 


Palama, founded in 
ligious work, recognized 





Palama Settlement and Neighborhood 


\bout half of the population of Hono- 
lulu is of Oriental extraction and 
the remainder is chiefly Hawaiian, 
Portuguese, Porto Rican, Filipino and 
Anglo-Saxon. 

Because of the sub-tropical climate 
with a fairly even temperature and al- 
most constant sunshine out-door life is 
possible the year around. As the prin- 
cipal industries are the raising and 
marketing of sugar cane and_ pine- 
apples there are few factories to affect 
the health situation. Under these cir- 
cumstances it may be surprising to 
learn that tuberculosis is the leading 
cause of death. 

Public Health Nursing in Honolulu 


necessities of the neighborhood and 
when it was possible expanded its pro 
gram to include recreational, medical, 
dental and nursing activities. In time 
religious work was discontinued while 
the other activities developed year by 
year to their present large proportions. 
The wholly inadequate quarters were 
replaced on another site in 1925 by 
spacious grounds, buildings and equip 
ment, representing an investment of 
$446,000.00. Palama supplied the only 
public health nursing service of the city 
until February 17, 1910, when the 
Board of Health employed two nurses 
to do educational work for the Tuber- 
culosis Bureau. This eliminated tuber- 
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culosis nursing service from the Palama 
group except where it was necessary 
to do bedside nursing in the homes of 
these patients. In 1925 school nursing 
was also taken over by the Board of 
Health and Palama nurses no longer 
went into the schools. This allowed 
more opportunity for intensive child 
welfare work. 

When Professor Ira Hiscock made 
his health and welfare survey of Hono- 
lulu in the summer of 1929, he ob- 
served that the two groups of nurses 
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the first year the Board of Health had 
been able to secure a staff of physicians 
to conduct the examinations, it was 
necessary to have every available nurse 
on hand to assist. In place of the six 
nurses who had served the city schools 
under the Board of Health the com- 
bined staff supplied twenty. This 
clearly explains why the combination 
of nurses was hurried to completion. 

Under the direction of Miss Mabel 
Smyth, Director of the Board of 
Health nurses, the city was divided into 


Japanese, Chinese and Filipino Babies! 


frequently visited the same families 
and that there was some duplication of 
effort in other ways. He recommended 
that the nursing services of the Board 
of Health and Palama be combined on 
a generalized basis and that a Bureau 
of Public Health Nursing be estab- 
lished with a Director and an Assistant 
Director. Because such an organiza- 
tion seemed to promise greatly in- 
creased effectiveness those in charge 
agreed to pool their forces and on the 
seventeenth of September a general 
ized service was instituted. 
GENERATIONS OF SERVICE 

As a nursing group we realized that 
we had not been allowed sufficient time 
to anticipate and overcome all the in- 
evitable difficulties, but since school 
examinations were due and this was 


twenty districts, following as closely as 
possible precinct lines. On account of 
the location of schools this division 
proved a difficult task, for precincts, 
necessarily smaller in congested sec- 
tions, threw several schools into one 
nursing district and thus made neces- 
sary many adjustments. With twenty 
nurses serving a population of a hun- 
dred and twenty thousand it will read- 
ily be seen that our work is only 
approximately covering the districts. 
One nurse to six thousand residents in 
a district falls short of the number gen- 
erally considered sufficient; namely, 
one nurse for two thousand residents. 
If Professor Hiscock’s recommenda 
tions are executed as enthusiastically as 
they have been received five nurses 
should be added each year for the next 
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twelve years. We realize now that we 
did not understand the many pitfalls 
of a generalized nursing program. 
That we have been able to make the 
change with few startling errors is due 
to the enthusiasm of the nursing groups 
and to the willingness of each nurse to 
do her best in any service which comes 
to hand. 
PRESENT ORGANIZATION 

At present the Board of Health di- 
rector, field supervisor of nurses, five 
staff nurses and the tuberculosis clinic 
nurse together with the Palama direc 
tor, educational supervisor, two field 
supervisors, fourteen staff nurses, one 
prenatal clinic nurse, one general clinic 
nurse, and one pharmacy nurse com- 
prise the personnel of the combined 
staff. 

We are still doing two specialized 
pieces of work—classes in Home Hy- 
giene and Care of the Sick in one of 
the Junior High Schools of the city 
and our prenatal clinics—for the rea- 
son that we have been unable to put 
these services on a staff of nurses 
already overburdened because of their 
too large districts. Otherwise our serv- 
ice is generalized and includes school 
nursing in public schools and kinder- 
vartens, bedside care and instruction 
in homes, child health conferences and 
home visits for babies and preschool 
children, tuberculosis and communi- 
cable disease nursing. 

Physical examinations in the schools 
are confined to the first and seventh 
yrades and the nurses concentrate their 
monthly routine inspection and follow- 
up work on the first grade particularly. 
They visit their schools twice a week 
and do first aid work, instruct parents, 
teachers and children in health habits 
and care of minor injuries and skin 
diseases. Impetigo is a year around 
problem here where almost every child 
goes bare-legged. Fifty-four per cent 
of the parents were present at the 
examinations this school year but many 
home visits are necessary to encourage 
the correction of defects and improve- 
ment in diet and environment. 

The kindergartens of Honolulu are 
not a part of the school system but are 
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conducted by a private agency. For 
several sessions of the legislature a bill 


has been presented to incorporate 
kindergartens in the general educa 
tional system where they rightly be- 
long, but without success. We visit 
twelve kindergartens on the same 


schedule used for the schools—and 
whenever requested to do so by the 
kindergarten’s nutritionist, who con- 
ducts clubs for mothers in all kinder- 
vartens—we demonstrate bathing a 
baby, making a formula and treating 
ipetigo. 

At one such demonstration a Fili- 
pino nurse while bathing a Chinese- 
Hawaian baby explained her pro- 
cedure in English for those mothers 
who could understand. Then two in- 
terpreters, one Chinese and one Jap- 
anese, translated to their respective 
groups. 

MAJOR PROBLEMS 

We are not satisfied with our bed- 
side nursing service which includes the 
usual cases of chronic, acutely ill, post- 
partum cases and the care of the new 
born. With a population of a hundred 
and twenty thousand we should un- 
doubtedly do more bedside nursing. Up 
to the present time we have found no 
satisfactory reason for the small num- 
ber cared for. Nevertheless, we must 
be content for the time being, for if a 
much larger number needed constant 
attention our other services would be 
neglected, and as the leading cause of 
all deaths in the Territory is tubercu- 
losis it would appear that efforts 
should be concentrated there. In four 
months the combined staff has made 
3,795 home visits to tuberculosis pa- 
tients and contacts in contrast to 4,797 
for the entire year of 1928. 

The communicable disease problem 
is also acute. The city and county staff 
is far too small to handle this problem 
and quarantine for childhood diseases 
is practically nil. Nurses must always 
be on the lookout for contagion, report 
it and try to impress the parents with 
the importance of isolation. With the 
many language difficulties this seems 
at times impossible. We feel that our 
most fertile field for teaching the need 
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of isolation lies in the prenatal clinics 
and the child health conferences. 

According to Professor Hiscock’s 
survey child health work rated the 
highest of any public health work done 
in Honolulu. Like all public health 
nurses we realize that the better the 
teaching in the health conferences the 
less our problems will become in other 
activities. 

Child health conferences are held in 
twelve stations in different parts of the 
city, nine weekly and the remainder 
bi-weekly. These are tor the super- 
vision of well children only and are 
conducted by a doctor, two nurses, and, 
where possible, a volunteer worker. 
During the year 1929, 507 conferences 
were held with an average attendance 
of a fraction over seventeen. Nurses 
made 17,246 home visits in connection 
with these conferences. 


STAFF TURN-OVER 


One of the most outstanding difficul- 
ties of public health nursing in Hono- 
lulu has been the transient staff, a staff 
which comes seeking the thrills met 
with when working with a mixture of 
races and nationalities. We think we 
are reaching an adjustment of this dif- 
ficulty by not taking on our staff any 
nurse who cannot remain at least a 
year, preferably two. Another prob- 
lem has been that of securing nurses 
with public health training and experi- 
ence. Because of the distance involved 
we have had to take the best available 
material at hand when an unexpected 
vacancy has occurred. We are now 
able, with an educational supervisor, 
to give systematic instruction in the 
fundamentals of public health nursing 
and expect in the future to accept only 
well prepared public health nurses. 
Nurses are trained at Queen’s Hospi- 
tal in a three year course but with no 
training in public health nursing. 
Therefore but few Oriental nurses are 
available and most of our staff are 
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from the mainland. At present we 
have only one Korean and one Filipino. 


TRANSPORTATION 

Transportation, always a_ problem 
for organizations covering a large area, 
is mainly by automobiles, some fur- 
nished by the Board of Health and 
Palama and others owned by the nurses 
who are partially compensated for such 
Even with cars there is consider- 
able walking to be done for Honolulu 
is a city of many narrow lanes espe- 
cially in the most congested quarters. 
hen, too, the nurse may have to reach 
her patients by climbing to Hawaiian 
homesteads in Papakolea, “ the valley 
on a mountain,” on the slope of Punch- 
bowl, an old volcanic cone, or traverse 
narrow paths through muddy taro 
patches to care for a new Japanese 
baby. Public health nursing in Hono- 
lulu, as elsewhere, is full of interest 
and with difficulties but has its 
picturesque moments for those unac- 
customed to Oriental ways or sub- 
tropical lands. 

he nurses in their daily rounds 
work with people from fourteen differ- 
ent countries. Such contacts lead to 
interesting and instructive incidents in 
the course of surmounting language 
dithculties and attempting to influence 
with modern public health ideals the 
many different customs and modes of 
living. 

Although we have not yet completed 
six months of our generalized service 
we feel that the results are justifying 
the change. The remarkably close 
relation existing between all welfare 
organizations of the city continues to 
be a source of comfort and aid. With 
the increase in personnel anticipated as 
soon as the budget will permit there is 
promise that Honolulu will have a pub- 
lic health nursing service which will 
more adequately meet the health prob- 
lems arising in this extraordinary 
American outpost and melting pot of 
the Pacific. 
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A Study of Negro Public Health Nursing 


CoMPILED BY STANLEY RAYFIELD 


ON THE Basis OF REPORTS 


AND STATISTICS COLLECTED BY 


Marjory Stimson, R.N. AND Louise M. TATTERSHALL, 
OF THE NATIONAL ORGANIZATION FOR PuBLic HEALTH NURSING 


N view of the increasing amount of 

public health nursing conducted by 
and for Negroes, a preliminary survey 
of the subject, from which the present 
report has been prepared, was made 
under the auspices of the Julius Rosen- 
wald Fund by Marjory Stimson, 
Assistant Director, and Louise M. Tat- 
tershall, Statistician, of the National 
()rganization for Public Health Nurs- 
ing. As it was appreciated that Negro 
public health nursing presents problems 
different in certain respects in the 
northern and southern states, it was 
decided in this preliminary study to 
(1) secure by questionnaire a general 
picture of the number and distribution 
of Negro public health nurses through- 
out the United States and (2) study 
intensively, through personal visits, 
the chief northern cities in which Negro 
nurses are employed. Such conclu- 
sions as the present report presents 
therefore, are based upon full knowl- 
edge of only a fraction of the total 
problem. Conditions and opportunities 
of the Negro public health nurses and 
opportunities for public health nursing 
in northern cities have been investi- 
gated with considerable fullness and 
care. From the rest of the country, 
as will be seen in the following pages, 
only general knowledge is available. 
It is believed, however, that the present 
report should be of practical help to 
those interested in this field of public 
health work and social welfare, as it 
furnishes a foundation of fact for 
impressions and beliefs which have 
been previously held by many persons 
although in the absence of definite 
information. Negro public health 
nursing in the South should be 
intensively studied before extensive 
programs are defined by agencies 
concerned with this work. 


MATERIAL AVAILABLE 

Ninety-seven agencies furnished in 
formation through questionnaires and 
interviews. Eight cities were studied 
intensively: Chicago, New York, 
Detroit, Cincinnati, Cleveland, Phila 
delphia, St. Louis, and Dayton. Forty- 
eight Negro nurses and forty-three 
white supervisors were among the 
people personally interviewed. 

The figures in Table I (Appendix 
B) show that 471 Negro public health 
nurses are employed in a total of 
4,986 nurses at work with 157 agencies 
which, so far as appears from this 
study, employ Negro nurses in the 
United States. 

Departments of health employ 248 
or slightly more than half of all the 
Negro nurses; boards of education 20, 
while 203 are employed by voluntary 
agencies, chiefly local nursing asso 
clations. 

The northern and southern states 
are separately tabulated in Table I. 
Two hundred eighty-seven Negro 
nurses are employed by 65 northern 
agencies, this being approximately 
seven per cent of the 4,067 total of 
nurses employed. In the southern 
states with, of course, a Negro popula- 
tion many times larger than in the 
North, 184 nurses are employed. These 
constitute, however, twenty per cent 
of the total of 919 nurses which work 
with the 92 southern agencies reported. 

The eight cities which were inten- 
sively studied have for nothern com- 
munities, as this tabulation shows, a 
fairly large proportion of Negroes. 
The proportion of Negroes in most, 
if not in all, of these cities has in- 
creased since the 1920 census. Most 
of them are facing a health and 
housing problem made urgent by the 
recent increase of that group. 
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In these cities, considerable varia- 
tion is shown in the number of public 
health nurses employed in relation to 
the total public health nursing’ staff, 
as appears in the following table: 


Negro nurses 


total staff 1929 


ON a 13.2 
ee ee 14.8 
Se. oy a eee 12.5 
Cincinnati, Ohio ............ 9.8 
STEN, conic aaicwiiecen s Se 
a ee : 
US a re 3.4 
Cleveland, Ohio ........... 2.2 
PREPARATION FOR SERVICE 
FUNDAMENTAL TRAINING AND 


BACKGROUND 

The survey brought out quite clearly 
that the most urgent need of the 
Negro nursing group at present is 


better fundamental training if it is 
to build up the same _ professional 
recognition as the white’ group. 


Doctors and others interviewed stressed 
the need for better quality of material 
including a background of a_ well 
rounded home life and adequate pre- 
liminary education for all students. 
No doubt the criticisms that Negro 
nurses are often indifferent to study; 
reluctant and often unable, owing to 
bad preliminary education, to take 
post graduate work; slow in abstract 
thinking and lacking initiative in work- 
ing out individual programs, may be 
traced to disadvantages of environment 
in early years. 

The need for better fundamental 
training and experience rather than 
more post graduate work was strongly 
urged, by several persons interviewed, 
if Negro nurses are to be more gen- 
erally successful in the public health 
nursing field. 

Although Negro nurses are doing 
excellent work, the majority of nurses 
from southern schools still need further 
training in medical and pediatric serv- 
ices. It is unfortunate that this may 
be difficult to secure. The 1928 list 
of schools of nursing accredited by the 
State Boards showed only one Negro 
training school offering post graduate 
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courses. Individual nurses find great 
difficulty, even in their own hospitals, 
in arranging for courses which will 
make up deficiencies in their funda 
inental training. 


of Negro ‘oc population Kank according 
1920 census to population 
5.9 4 
9.0 l 
2.7 8 
7.3 2 
4.1 0 
7.4 3 
4.1 7 
4.3 3 


Some idea of the fundamental train 
ing and experience of the nurses m 
the cities visited may be had from the 
following statistics. Of the 231 Negro 
nurses working in 22 agencies, visited 
for this study, 209 (90.4 per cent ) would 
meet N.O.P.H.N. requirements for 
membership, 1.e., they are graduates of 
general hospitals having a daily average 
of 30 patients or more. Comparing 
this with the country at large, of the 
$27 Negro nurses for whom informa- 
tion is available, 331 or 77.6 per cent 
would be eligible for membership. 


PUBLIC HEALTH NURSING EXPERIENCE 


AND TRAINING 

In addition to meeting minimum 
requirements, 69 (29.8 per cent) of the 
Negro nurses in the 8 northern cities 
had special experience in public health 
nursing in agencies other than those 
in which they are now employed. Only 
three out of the 231 nurses showed 
outstanding rural or southern public 
health nursing experience. Twenty 
five had had some sort of graduate 
course, ranging from 30 hours work 
in “ public health nurs‘ng principles ° 
to a full nine-months course. Only 
three of these 25 could be considered 
to have had the equivalent of the 
usual public health nursing course. In 
addition, 27 nurses had the advantage 
of affiliations in social service or public 
health nursing during their senior year 
in training. The training 
which offer such affiliations are : 


schools 


Kansas City General Hospital 
St. Louis Hospital 
Harlem Hospital, New York City 
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Lincoln Hospital, New York City 
Provident Hospital, Chicago 
Freedman’s Hospital, Washington, D. C. 
Hubbard Hospital, Nashville, Tenn. 


SPECIAL PREPARATION 


Eighty-one nurses, or 18.9 per cent of 
the 427 nurses, had had special training 
for public health nursing either through 
undergraduate affiliation or through 
courses in public health nursing. ‘The 
survey showed a fairly general disin- 
clination on the part of nurses to take 
up post graduate studies. The reason 
for this is perhaps expressed by the 
comment of a group of nurses in one 
of the largest cities studied: ‘ Why 
should we spend money on professional 
meetings and profe ssional courses when 
there are not opportunities to ad- 
vance?” The realization that advance- 
ment to supervisory positions is at 
present denied to a large majority of 
Negro nurses no doubt explains that 
charge of several white doctors and 
supervisors that the Negro group 
lacks initiative and responsibility. In 
the northern cities surveyed, there 
were only six Negro supervisors—one 
in Chicago, four in New York City 
and one in Philadelphia. 

There is a welcome tendency, how- 
ever, on the part of many Negro 
nurses, on their own initiative, to 
observe work in other places to broaden 
their public health outlook. This will 
lead to a decided enrichment of their 
understanding of public health work. 
lt may or may not permanently effect 
turnover, but its influence on the nurse 
will be invaluable. Where it is possible 
for the agency itself to make arrange- 
ments for leaves of absence for such 
observation work, it is hoped that an 
effort will be made to include Negro 
nurses. 


EDUCATIONAL OPPORTUNITIES 

An idea of the educational facilities 
offered to Negro public health nurses 
may be had from the following facts. 
Of the 21 agencies visited, 12 have 
staff education programs, both for 
introducing new nurses to the field and 
for a continuing program of education 
to meet local needs. These agencies 
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could meet the requirements of “ one 
year’s experience in a well supervised 
agency "* which is accepted oh many 
public health nursing agencies 1 lieu 
of a course. 

live educational institutions in the 
cities surveyed conduct public health 
nursing courses—Columbia University, 


Western Reserve University, City 
College of Detroit, Pennsylvania 
School of Social and Health Work, 


Washington University, St. Louis. In 
addition, the University of Chicago 
usually conducts a summer session 
including public health nursing sub- 
jects. In most of these courses, Negro 
nurses are accepted with certain reser- 
vations as to the number admitted, the 
extent of this limitation being in pro- 
portion to the local facilities for 
practical experience. Even Columbia 
University, despite the large number 


of Negro nurses employed in New 
York City, has difficulty in finding 
field experience for the increasing 


number of Negro nurses registering 
for public health nursing certificates. 
The few Negro students in the Western 


Reserve University public health 
nursing course have been students in 
summer sessions and no field work 


was offered. 

It was generally felt among people 
interviewed in connection with this 
survey, that some type of scholarship 
should. be made available to the Negro 
nursing group to stimulate interest in 
the higher positions in the profession 


and in post graduate work. Many 
asked about the attitude of the Julius 


Rosenwald Fund which has undertaken 
work of this nature. The officers of 
the Fund state that they are looking 
for nurses of high intellectual calibre 
in this field, who would be likely to 
work out well in supervisory positions. 
There is little value in investing in a 
nurse whose future is not fairly defi- 
nitely assured, and for this reason 
scholarships are granted only to nurses 
who will return to an assured position 
when their studies have been completed. 

There is a big field for public health 
nurses in cities and counties where 
there is a large Negro population, but 
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although training schools are gradua- 
ting a sufficient number to meet current 
needs, their main effort should be the 
improvement of the quality of the 
training given. It is encouraging to 
find that attempts are being made to 
remedy this situation. In Detroit, an 
effort is to be made to overcome the 
drawbacks of bad preliminary educa- 
tion by the action of the Detroit Joint 
Council of Community Nursing. Pro- 
fessional post graduate courses will 
receive college credit. In New York, 
the alumnae of Lincoln Hospital are 
alive to the lack of public health 
nursing facilities for students. They 
are pressing for post graduate courses 
in pediatrics and communicable dis- 
eases, and have also requested that a 
placement agency be set up in Lincoln 
Hospital. As already suggested, it 
would seem wise to consider the 
desirability of centralizing various 
types of placement. 

OPPORTUNITIES FOR ADVANCEMENT 


In the face of serious educational 
disadvantages, it is hardly surprising 
that supervisory appointments do not 
keep pace with those of white nurses, 
so that at present most Negro nurses 
are working under white supervisors. 
The survey brings out definitely the 
prevailing feeling in northern cities 
that the time is not ripe for Negro 
supervisors to take over direction of 
Negro nursing staffs. 

Opinion is frequently expressed that 
the Negro group needs more supervi- 
sion than the white, and especially so 
with mixed staffs. Observers of the 
work of Negro supervisors say they 
are conscientious, painstaking and keen, 
but lacking in initiative in working out 
individual programs. It may readily 
be appreciated that the Negro super- 
visor whose workers have had a more 
limited experience and education and 
whose sphere of action is more difficult 
than the white, must be of outstanding 
personality to achieve results compar- 
able to those of a white supervisor. 
The weight of tradition, also, operates 
against the former as much as it favors 
the latter. While the position of the 


highly trained colored supervisor is 
strategic, it is tremendously difficult 
for her to do constructive work against 
a background of racial prejudice. The 
difficulties are likely to sap the initia- 
tive of colored supervisors who attempt 
to work out individual programs. 
From information received from the 
questionnaires there may be openings 
during the next three years for super- 
visors in 3 northern and 3 southern 
cities. 
SUPPLY, DEMAND, AND TURNOVER 
Progress of the Negro nursing group 
is necessarily limited by the opportunity 
for service. The survey gave further 
emphasis to the familiar fact that 
serious unemployment exists in the 
North for both white and _ colored 
nurses. The eight cities visited stressed 
the over-supply. “ There are many 
more Negro nurses now than can be 
employed satisfactorily in any one of 
the three big nursing fields—private 
duty, institutional work or public 
health nursing,” is a significant com- 
ment. “I am told that the situation is 
even worse in the South, for the hos- 
pitals are turning out Negro nurses for 
whom there is no work. I think that 
we have 10 to 15 applicants for every 
Negro nurse we are able to place.” 
One registry had so few demands 
for Negro nurses that it has discon- 
tinued the service. In all cities, the 
turnover is shown to be very slight, 
with many more applicants than pos- 
sible positions. Of 209 Negro nurses, 
in 22 agencies visited, 83 (39.7 per 
cent) had been employed in their 
present position for more than six 
years and 132 (63.2 per cent) for over 
three years. Only 34 (16.2 per cent) 
had been with the agency less than a 
year; 43 (20.5 per cent) from one to 
three years and 49 (23.4 per cent) 
from three to six years. Twenty-one 
agencies gave their opinions as to the 
difficulty of getting qualified nurses in 
the future. Fourteen, or over half, 
stated that they would have no diffi- 
culty ; three said they would have some 
difficulty owing to the small number of 
nurses with good family and educa- 
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tional background. Only four felt it 
would be difficult to get qualified 
nurses. 

The showing is even more striking 
using the statements of the total of 419 
nurses working in both North and 
South which shows that 45.3 per cent 
have been in present position over 6 
66.5 per cent over 3 years, and 
only 15 per cent less than 1 year. 


vears,; 


Cities and Counties Where Position May Be Open in the Neat Three 
for Negro Public 


Positions for 
Negro Nurses in 
next 3 years 


Total number of 
places reporting 


rae 61 
Will be open ............ 29 
Ee eee eee 11 
POE MN oo ike owew ce 18 


ee ener / 


The experience of registries only 
serves to emphasize the situation. Four 
cities have had to depend on Negro 
training schools for placement service 
since official registries do not receive 
enough calls for Negro nurses. Cleve- 
land and Cincinnati have Negro nurse 
clubs with a program to stimulate em- 
ployment for their members. In De- 
troit, the Official Registry is still try- 
ing to meet the needs, but “there is 
very littke demand for Negro nurses.” 
(he comment of the secretary of a 
local club is therefore hardly surpris- 
ing—" Negro nurses are never busy 
enough; just barely get along, and 
when the season is dull they are on the 
point of starvation.” 

The survey gives a very good idea 
of the extent of future openings for 
nurses during the next three years. Of 
the 22 agencies to whom a_ personal 
visit was made, 21 answered the ques- 
tion, “ How many positions in your 
community do you estimate will be 
open for Negro nurses within the next 
three years” as follows: 

Three were non-committal. 

Of the 18 giving information, four felt 

that there was opportunity for develop- 


ment, but gave no estimate of the num- 
ber needed. 

Nine gave a positive answer as to future 
need, the estimates in individual agencies 
varying from one to ten. The number 
needed in all nine agencies totalled 29 


29 


1S a | 


field nurses, 2 assistant supervisors, and 
1 supervisor. 

Only 5 stated that no more Negro nurses 
are needed. 


The following table gives further 
evidence of employment prospects in 
61 cities and counties which answered 
this portion of the questionnaire. It is 
noticeable that the South shows only a 
slight preponderance of places where 
1ea©rs 
Health Nurses 


Number of cities and counties reporting 


saieanatbatinleeaiai s 
Northern division Southern division 
24 37 
12 13 
4 4 
3 15 
4 5 


Negro nurses may be needed. 

Further possibilities are indicated 
in statements like the following: 
. With the right organization, 
I suppose we might find that it was 
quite possible to use several Negro 
nurses.” “There is the prospect of 
employing several more Negro nurses, 
the only question being a budget.” A 
Division of Health sees the need for 
more nurses in the future for tubercu- 
losis work. From a city in New Jer- 
sey: ‘“ The Negro population is grow- 
ing very rapidly and it is probable that 
a third Negro nurse may be added 
sometime in the future. oth 
of our Negro nurses are well trained, 
educated gentlewomen and do excel- 
lent work in the field, as well as make 
a contribution to their own people 
from an educational standpoint. They 
are paid at the same rate as the white 
nurses on our staff and are given the 
same consideration. There is no dif- 
ference made.” 

There are various factors reported 
in the 8 communities visited which may 
tend to increase opportunities for 
Negro nurses, as: 

1. Increase in population, especially if this 
population is concentrated. This would 
make it easier to place more Negro 
nurses either in districts with a Negro 
supervisor or in districts with a mixed 
staff. 
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2. Effort on the part of the local Leagues 
of Nursing Education to encourage the 
use of Negro public health nurses in 
teaching and executive positions in 
schools of nursing. 

3. Increase in budgets allowing for increase 
in both white and Negro staffs. 


Those interviewed brought out 
clearly that there should be an increas- 
ing use for Negro nurses in visiting 
nurse associations, settlement houses, 
schools and social service organiza- 
tions. Many rural schools need Negro 
nurses. 


OPINIONS AS TO QUALITY OF WORK 

If it is safe to generalize on ques- 
tions of “ opinion,” one might classify 
the statements of individuals inter- 
viewed into the following five types: 


1. Negro nurses are unexcelled in their 
approach to their own race, in getting 
the confidence of their people and in 
producing results. They are equal to 
white nurses in record work, technique 
and accomplishments. 

2. The problem is entirely one of person- 
ality. There is as wide a range of 
ability among colored as among white 
nurses, and with supervision and judi- 
cious selection they can do excellent 
work. 

3. The Negro nursing group needs oppor- 
tunity for development and will, with 
additional training, meet the standards 
expected of the white group. The Di- 
rectors of some agencies, however, felt 
that it would be bad economy to tackle 
the problem of public health nursing on 
the basis of a special staff for nursing a 
separate racial group. 

4. Negro nurses are a handicap on the 
staff, although an asset politically. 

5. Negro nurses as a whole are not, as yet, 
qualified to meet the requirements of 
public health nursing agencies. 


By far the larger number of Direc- 
tors of public health nursing agencies 
held opinions falling within the first 
few groupings. Only two of the 26 
interviewed expressed a feeling of 
doubt as to qualifications of Negro 
nurses. 


* TOTAL NUMBER 


PLACES 
REPORTING 
(ee 61 
Difficult... .. 25 
Not difficult ...... 30 
Not stated ........ 6 


NORTHERN DIVISION 
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attitude 


difference of 
the first two groups. 
Those who express the opinion indi- 
cated in group 1 are more willing to 
make openings for a Negro staff and 
are more progressive in their staff edu- 
cation program. 

The attitude of the Negro nurse her- 
self toward her professional progress 
was influenced by a number of fac- 
tors—the possibility for advancement 
to supervisory positions, the local 
political situation, the attitude of the 
local Division Health, training 
facilities, and so on. In northern cities 
there does not appear to be much diffi- 
culty in obtaining qualified nurses, so 
that the question of inferior standards 
not often arise. The appended 
table * analyzes the opinions of 61 
cities and counties asked to estimate the 
degree of difficulty they are likely to 
experience in obtaining qualified Negro 
nurses. 

The importance of fostering race 
solidarity is apparent in most cities 
where the public health services lack 
the consistent backing of an educated 
Negro public opinion. Where group 
consciousness is apparent in cities like 
Cleveland, Chicago, Cincinnati, Detroit 
and New York City, new opportunities 
will be opened in the future. In these 
cities Negro nurse clubs and similar 
organizations are shown to be a great 
power for educating opinion in public 
welfare. Failing a consistent social 
pressure, Departments of Health are 
not likely to revise their future pro- 
grams in favor of the Negro nurse. 
Pride in racial achievement is giving 
the nurse a sense of responsibility 
toward her professicn in its relation to 
the race. Where this is lacking, the 
position of the Negro nurse and super- 
visor has suffered accordingly. One 
director reported that she had never 
thought of training Negro supervisors 


\ marked 
characterizes 


of 


does 


NUMBER OF 
CITIES AND COUNTIES REPORTING 
A. 





SOUTHERN DIVISION 


24 37 
8 17 
13 17 


3 3 
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owing to minor frictions within the 
Negro group. A striking illustration 
comes from an eastern city where work 
had so fallen off in the Negro district 
that it was impossible to maintain two 
Negro nurses in addition to one white. 
“| think the failure is probably due 
not entirely to the quality of the Negro 
nurse,” is the comment on this situ- 
ation, “ but rather to the fact that our 
Negro district has so many factions 
which have developed in church groups 
and about other centers that it is pretty 
difficult for a Negro nurse to be accept- 
able in all of the situations, or to keep 
completely free of the various factions. 
For this reason, it seems to us wiser to 
replace one of our Negro nurses with 
a white nurse.” 

Against this must be placed the ex- 
perience of a mid-western city where 
Negro doctors, working in close coop- 
eration with Negro public health 
nurses, have considerably enlarged the 
scope of service to the race. The doc- 
tor in charge of a large city clinic said 
to the interviewer: “ The presence of 
a Negro nurse and her work have al- 
ready resulted in a decided increase in 
attendance and she is at present the 
biggest single reason for the increase 
in general attendance during the past 
few months.” 

Emphasis was repeatedly laid, both 
by white and Negro nurses, on the fact 
that Negro nurses should replace white 
in tending the needs of their own race. 
Most of the leaders interviewed fore- 
saw much better results in the future 
if the needs of the Negroes were met 
with subtle understanding and sym- 
pathetic attention of nurses of their 
own race. As one supervisor said, 
“ Negro people will not tell everything 
to the white nurse.” The Negro nurse, 
on the other hand, is able to gain the 
confidence of her people without reser- 
vations and understands how to over- 
come the peculiar superstitions of the 
more ignorant among them. As was 
pointed out by white supervisors, this 
psychological advantage is the first 
essential of permanently constructive 
work with the race. 

In another city where Negro nurses 


have largely replaced white in clinic 
follow-up work, a_ leader stated: 
“There can no longer be question of 
the efficiency of the Negro social work 
group and the public health nursing 
group. 

It is not surprising, therefore, that 
in some of the large cities where there 
is a large population of Negroes, but 
where much of the field is still held by 
white nurses, there should be some 
feeling among the Negro group that 
their services are not receiving due 
recognition. The survey shows the 
need of proceeding judiciously to avoid 
a susceptibility on the part of certain 
groups to become suspicious and re- 
sentful. In these conditions the per- 
sonality of the Negro nurse is of great- 
est importance, in fact has shaped the 
thinking of several nursing agencies 
toward the problem. 

ATTITUDE TOWARD WORK 
IN THE SOUTH 

Most important is the attitude of the 
northern Negro nurse toward public 
health work in the South. Opinions 
given show’ remarkable unanimity 
against accepting southern appoint- 
ments until conditions there improve 
materially. Most of the nurses inter- 
viewed in the course of the survey 
showed an almost complete lack of in- 
terest in the question. There is an 
understandable disinclination to accept 
lower salaries, less permanent positions 
and all the disadvantages of work in 
less well organized communities. 

As it is, most northern trained 
nurses are natives of the North and 
would be unable to adapt themselves to 
southern psychology. The southern 
trained girl coming North often finds 
her standards inferior and may thus be 
unfitted for work with qualified north- 
ern nurses. The public health nursing 
problem in the South will not be solved 
by “importing” southern nurses for 
training in northern centers, as they 
invariably change their viewpoint and 
are loath to return home when their 
period of training is completed. Those 
who desire further study will naturally 
remain North as postgraduate courses 
in the South are not open to Negroes. 
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It is the feeling of more than one 
supervisor that only persons of excep- 
tional ability could overcome the politi- 
cal and racial handicaps in the South. 
No nurse, white or -colored, handi- 
capped in her social relations could be 
efficient in such restricted working con- 
ditions. The need for persistent public 
education is urgent in securing the sup- 
port and recognition of the trained 
Negro worker. The survey thus defi- 
nitely confirms the. opinion that it 
would be impracticable to establish 
training centers in the North for 
nurses intended for work in the south- 
ern states. However, a leading school 
of nursing in the North plans to give 
preference to applicants stating a 
special interest in the South. It will be 
interesting to watch the results of this 
experiment. 

Only two out of 36 nurses inter- 
viewed in New York expressed any 
willingness to work in the rural South 
under existing conditions. Several 
nurses said they would be interested if 
permanency of work could be assured, 
salaries raised to northern standards, 
and medical and social facilities made 
reasonably adequate, but most of the 
northern trained nurses have family 
ties which prevent them from consider- 
ing the southern field. 

The reluctance to go South may be 
readily understood when the following 
table of comparative salaries is con- 
sidered : 


Monthly Salaries of 
Representative northern cities 


$100 
110 
120 
135 


Nurses could expect salary raises up 
to $20 per month above these figures 
after a number of years service. Nat- 
urally, where Negro nurses have the 
same qualifications as white, they do 
not readily consent to lower salaries. 
The survey showed that in 18 out of 
23 cities of the northern division, 
Negro nurses are paid the same salaries 
as white. In 12 out of 18 southern 
cities, Negro nurses are paid less. 
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The traditional southern attitude 
toward the Negro has developed a psy- 
chology which makes it extremely diff- 
cult for the trained Negro nurse to 
obtain recognition from a professional 
standpoint. She has to live down the 
“old Mammy ” tradition, which makes 
her position harder than that of the 
Negro teacher or social worker. The 
situation is well summed up in a com- 
ment from a large southern city: 
“They (Negro nurses) are by nature 
wonderful nurses, kindly, cheerful, 
dexterous with their hands, of musical 
voice and comforting ways. They are 
intensely loyal with an understanding 
sympathy born of long suffering. But 
because of this invariable association 
with domestic service, nursing does not 
attract the southern educated Negro 
girl.” 

If the following report on the situ- 
ation in one city is typical of other 
large southern cities, there is a vast 
field for constructive public health 
work yet to be explored. “I can only 
say that if the money were available, 
the need is appallingly great. We have 
a Negro population of about 113,000 
with extremely high morbidity and 
mortality rates. For example, in 1928 
the maternal mortality rate among 
Negroes was 16 per thousand reported 
live births; the infant mortality rate, 
110 per thousand reported live births 
while the death rate from heart disease 
was 733; from tuberculosis 316; from 


Negro Field Nurses 


Representative southern cities 
$75 
80 
90 


pneumonia 308; from cancer 136. 
Except for cancer, the Negro rate is 
never less than double the white rate 
and 


sometimes it is three and four 
times as high. We greatly need not 
only properly trained Negro public 


health nurses, but well trained Negro 
physicians.” 

How great is the need and the poten- 
tial usefulness of qualified public 


health nurses in the South may be 





Stupy oF Necro Pusitic HEALTH NuRSING 533 


judged from the words of a member of 
a County and City Health Department 
in Alabama: “ Were the time suffi- 
cient | could do the work of all the per- 
sonnel of my Department except the 
Negro nurses. The suspicious nature 
and queer viewpoint of the southern 
Negro make it impossible for white 
nurses to get a proposition over to him 
as Negro nurses of good sense, proper 
personality and the necessary knowl- 
edge can. We need in the South a 
great number of trained Negro nurses, 
that is, nurses who are trained fully in 
the knowledge of public health work, 
but not overtrained until they lose the 
characteristics of their race, for the 
ignorant Negro is nearly as difficult to 
reach by individuals of this type of his 
own race as he would be by nurses 
from the white race. It, therefore, 
seems to me that all such training 
should be done among the Negroes of 
the South and this one danger be care- 
fully guarded against.” 

The following table of cities and 
counties reporting positions in which 
public health nurses will be needed 
gives a good idea of the work waiting 
to be done in the South. The approxi- 
mate number needed in 61 communities 
is as follows: 


Position tor which Negro Total number places 


nurses are needed reporting 

2 Ee eee ee 103 
SUDETWINONS «. « 66s 6.0 a cases 5 
eS . .  rner 98 


In the words of a southern official, 
public health nursing service to the 
Negro group requires : 


1. Better basic instruction in the public 
schools and better instruction in the hos- 
pital training schools. 

2. Better leadership and more of it in the 
Negro public health nursing group. 
They lack initiative, aggressiveness and 
courage in reaching out after better 
things for themselves. 


» 


The same opinion is expressed from 
another large southern city: “It is 
difficult to find reliable Negro nurses. 
They are handicapped by inadequate 
educational and professional —back- 
ground and also because of poor per- 
sonal standards. Our experience indi- 


. 


cates that the last is the most serious 
problem.” 

Some of the Negro nurses inter- 
viewed were optimistic as to the future 
of public health nursing for their own 
race. Negro nurses, they assert, will 
go a long way in the profession by rea- 
son of the natural qualities they possess 
which, when developed by first-class 
training, will achieve fine expression 
in the best nursing service. They 
look forward to the time when no doors 
will be closed to the Negro nurse 
who has had an adequate educational 
preparation. 


FUTURE PROGRESS 

The impressions gained from this 
study lead to the conclusion that prog- 
ress for the Negro nurse in_ public 
health work requires: 


1. The improvement of existing schools of 
nursing and the provision of a better 
quality of training. 

a. School superintendents and _ high 
school principals should be informed 
regarding the qualifications for nurs- 
ing and_ standards for training 
schools, so that better vocational 
guidance may be given. 

b. More careful selection of applicants 
should be made on the part of super- 
intendents of nursing schools. Pref- 
erence should be given to those with 


Number cities & counties reporting 
A 





Northern Division Southern Division 


51 52 
3 2 
38-48 40-50 


the best high school preparation; to 
those who show promise of executive 
ability, and to those who express defi- 
nite interest in public health nursing. 

c. Propaganda carried on through the 
national nursing groups would be 
beneficial in reaching present training 
schools for Negroes, encouraging 
them to improve training in medical, 
pediatric and communicable disease 
services. 

d. Through these same channels, the 
best qualified graduate nurses should 
be encouraged to undertake educa- 
tional and executive positions. 

e. The Joint Vocational Service could 
serve as a clearing house for public 
health nursing positions and appli- 
cants. 

f. A plan for clearing institutional and 
executive positions in nursing schools 
should be worked out. The National 
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Association of Colored Graduate 3. More opportunities for advancement to 

Nurses might consider the possibility supervisory positions. 

of centralizing this particular type of 4. Professional recognition of Negro pub- 

placement through a nurse executive lic health nurses in the South. 

of their association. 5. Informed public opinion among the or- 

2. Attraction into the nursing profession ganized Negro groups in large cities on 

of young Negro women with the best the value of the trained Negro worker 
personal qualities and background. in public health nursing. 


APPENDIX A 
TYPICAL SITUATIONS IN SOME OF THE CITIES SURVEYED 
The standing of nursing groups is, to an extent, determined by the problems and racial 
outlooks of individual cities. Although segregation as such is not to be advocated in review- 
ing future prospects, a simpler situation is presented for the extensive use of Negro public 
health nursing in areas like Chicago’s South Side and New York's Harlem. In places where 
the Negro population is scattered, Negro nurses are not used in number approximating the 


Negro proportion of the total population and many families are forced to rely on white 
nurses. 


One northern city reviews its problem as follows: Although the future is somewhat 
dependent upon political activities, Negro public health nursing work has developed rapidly. 
If the influx of the Negroes from the South continues there will soon be larger opportunities. 
Recently, two new Negro districts were added and three additional staff nurses engaged. One 
Negro nurse works with white families in the Italian district. The chief handicap of the 
health program is the poverty and overcrowding of the Negro section. New apartments 
have set housing standards which will make for better hygienic and living conditions within 
the race. There is no difficulty in obtaining qualified nurses, and the preference is given 
those graduating from a good local hospital. 


Reports from another city show that a satisfactory situation has been worked out. The 
Negro nursing staff is concentrated in the section with the largest Negro population. 
Although the plan is opposed by the radical elements, it is considered the best thing if 
executive ability is to be developed by the group. At the last Civil Service examination the 
majority were Negroes. At present, the city staff is 14 per cent Negro as compared with 
2.7 per cent of the total population (1920 census). As a consequence, the Department has 
been remarkably free from pressure to increase Negro nursing appointments. There is no 
difficulty in obtaining an adequate number of qualified nurses. Most of them are graduates 
of a local school of nursing. The Negro group is very progressive and plans for future 
development are going forward. The alumnae of a local Negro school of nursing want 
affiliations in public health nursing made available to all students and ask for postgraduate 
courses in pediatrics and communicable diseases. There is considerable unemployment among 
Negro nurses. When this survey was made, there were 81 applications on file at the office 
of the leading agency giving visiting nurse service, 44 of these being graduates from one 
local training school. 


In another city, a public health nursing executive, when interviewed, said—‘ Because 
we have thought of the problem only in local terms, we have employed only those we thought 
best for our program, but with more study maybe we can be more corstructive about it 
perhaps a generalized service in a concentrated area.” As the Negro population is very scat- 
tered, it is difficult to absorb more Negro workers. Leaders expressed the view that Negro 
nurses could, and should, replace white in several mixed clinics. However, when the popu- 
lation is unified, a Negro nurse’s success would depend largely on her personality. Many 
colored patients prefer care from white nurses, it was stated. Some criticism was expressed 
that the health department employed a staff only .9 per cent Negro although 65 per cent of 
its cases are Negro. Unfortunate experiences in recent political campaigns have changed 
the general temper of the population toward the Negro group so that it may be dangerous to 
increase the Negro staff too rapidly. The situation is complicated by the fact that the public 
health nursing work of the official agency is largely specialized in character. 
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Another city reports that the Negro nursing group has accomplished excellent work, 
the only complaints registered being bad record work and slowness in working out abstract 
ideas due to deficient education. A clinic which deals with one out of every four Negro 
patients in the city recently appointed a Negro liaison officer between its clinic and the family 
service departments. She has helped the Negro public health nurse immeasurably. This 
city has proved “ beyond all question” that Negro nurses are “indispensable in raising the 
standards of their race. They are especially overworked, but never complain.” The local 
people regret that the Negro staffs do not have the same opportunities as white nurses. 
There is some resentment that the official agency does not employ more Negro nurses 
especially since the case load of Negro patients is very heavy. 


In the fifth city, the first Negro nurse was appointed in 1916. Negro nurses work only 
with the Negro group except on Sunday, when they take their turn on duty for the general 
service. Owing to political difficulties, the Negro population is suspicious and apt to cry 
“ discrimination” when Negroes are refused political appointments. As a consequence, the 
nursing group is suspicious and sensitive in its relations with the white group. Until there 
are further appropriations and the population is more concentrated, more Negro workers 
cannot be absorbed. A nurses’ club handles the employment question. 


Owing to the scattered distribution of the Negro population in a sixth city, it is difficult 
to bring the Negro nursing staff up to a proportion comparable to the total population. 
Many Negro families, in this community, express a preference for white nurses. In every 
district employing a Negro nurse, provision would also have to be made for a white nurse, 
and budget appropriations will not allow for this. The Negro staff of the official agency is 
7.7 per cent of the total, yet this agency carries 905 Negro prenatal cases against 500 white 
according to latest statistics. The Negro population presents a distinct medical problem and 
needs concentrated work. At the last Civil Service examinations, the averages of the Negro 
group were high. White and Negro professional groups work amicably together, but owing 
to the southern viewpoint of the city, Negro nurses can only be used in certain districts. If 
the present influx of Negroes continues, there may be some bitterness between the nursing 
groups. 


In another community, the first Negro nurse was employed fifteen years ago. Negro 
nurses have achieved considerable professional recognition owing to the close codperation 
given by Negro physicians. They work where the population is concentrated and attend the 
Negro clinics. Relations between the nursing groups are very good. 


In the eighth city, 7.3 per cent of the total public health nursing staff were Negro, as 
compared to the 1920 census figures, which showed 7.4 per cent of the total population were 
Negro. In this city opinion ranged from unqualified praise of the contributions made by 
Negro public health nurses to the statement that it was extremely unfortunate that Civil 
Service requirements made employment of Negro nurses possible. 


The majority of agency directors were very cordial in their attitude. In one agency, 
one Negro staff nurse had served 11 years, and a second, 5 years. 

When divergent opinions are expressed in a single community we very likely are dealing 
with a question of prejudice—community health has no bounds in race or creed and needs 
the whole-hearted efforts of all elements in the community. Qualified Negro public health 
nurses are a key factor in the solution of health problems in many of our large cities 


(See following page for Appendix B) 
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APPENDIX B 


TABLE [. PUBLIC HEALTH NURSES IN 77 CITIES AND COUNTIES AND 1 STATE 
DEPARTMENT OF HEALTH 
Classified According to Geographical Division and Agency Employing 


Boards Boards Public Health 
Total of of Nursing Tuberculosis 
Agencies Health Education Associations Associations 
Total for both divisions 
PO 6g me ic ko 157 57 31 40 29 
Negro nurses employed 471 18 20 169 34 
Total nurses employed 4986 524 459 1786 217 
Northern Division 
0 ee ee 65 19 15 23 8 
Negro nurses employed 287 1356 13 102 16 
Total nurses employed 4067 2077 400 1455 135 
Southern Division 
CN EE . 92 38 16 17 21 
Negro nurses employed 184 92 7 67 18 
Total nurses employed. . 19 447 59 331 82 


TABLE Il. NUMBER OF YEAKS NEGRO FIELD NURSES HAVE BEEN IN THE 
EMPLOYMENT OF THE AGENCIES REPORTING 


No. of years Number of Nurses reporting 
r 


employed in Total number of ———_____—___ - - 
agency Nurses reporting Northern Division Southern Division 

yoo Goce hea 419 253 166 
fg eee 63 37 26 
aiamivk > of aw & ¢ wien 74 45 29 
a ee ee R9 49 40) 
SE iw i'w aoe e & @ 0 6.8 a 113 60 53 
ee ere ee 1 49 12 
ee p l 10 5 
ce eee l 1 0 
ees 3 2 1 


LEADING ARTICLES IN THE AMERICAN JOURNAL OF NURSING 
FOR OCTOBER 


Blood Pressure Determination .. ee ea ED rene Wm. S. Middleton, M.D. 
Nursing Care of the Sick in Almshouses.................... Helen W. Munson, R.N. 
Treatment of Empyema in Children..... ae eee .....+ Patrick J. Mahoney, M.D. 
Psychiatric Education ...... ae ib 0's. e0 ein ¥w ede e odes pa: ld ey: Sees Seka 


Clarence Farrar, M.D. 
Mary Chadwick, S.R.N. 
Nursing in Plastic Surgery...... a ee ee Marion Crissman, R.N. 
The First Graduating Class, American Women’s Hospitals, 
Training School, Kokkinia, Piraeus, Greece............... Emilie Willms, R.N. 


Fire Prevention .............. Ae Ae gee .....+. Myrtle Hollo, R.N. 
Pa I Ei i aon a acc 0 0:6 0dch woman won RO kaS Emma L. Stephan, R.N. 
Personality in Nursing ....... ae suave a ries sues eve owe wcavaey Ae I aL RCE 


Hourly Nursing as Seen by the Registry piahies amememied Lyda W. Anderson, R.N. 
speaker, Audience and Program. ............cccocccccesevece Mary W. Gladwin, R.N. 
Anatomical Correlation Study............ vinta ail eac etapa Ella Best, R.N. 
The Student’s Share (Grading ) 
Some Specialists: Mrs. Lydia Breaux, R.N. 
Department of Nursing Education : 
What Shall the Nurse Remember as an Outcome of the 
Chemistry Course? .......... rae eee a Te oer Harry C. Biddle 








ACTIVITIES of the NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING, Inc. 


Edited by KATHARINE ‘TUCKER 


“ec 


Planning Time ’’—the fall of the 
year is here. Back from lake, moun- 
tain, or countryside, with health for 
the winter insured by a protective coat 
of tan and happy memories of an in- 
vigorating vacation, we all plunge into 
planning for busy months ahead. 
FALL MEETINGS 

Many states are now concerned with 
plans for fall meetings. The programs 
that have reached us for the meetings 
of Public Health Nursing Sections of 
the State Nurses Associations, of State 
(rganizations for Public Health Nurs- 
ing (our branches) and also meetings 
of State Departments of Health, are 
full of interest and we send our best 
wishes for their success. At a num- 
ber of these meetings some member of 
our staff will be present. We wish it 
were physically possible for at least 
one representative of our organization 
to attend each meeting. Our hope is to 
reach each state during the coming 
biennial period. 

We, too, have been planning: How 
can the national organization — best 
offer service to each state; how can 
each state best serve the national ? 
There are many intriguing possibilities 
and many questions which can only be 
answered in the light of each other’s 
experiences. Do exchange your ideas 
and discuss your problems with us both 
through correspondence and through 
conferences when one of our represen- 
tatives is in the field. 

EXHIBIT FOR STATES 

For state meetings we have one new 
concrete plan—that one nurse in each 
state act as N.O.P.H.N. representa- 
tive to look after an attractive compact 
exhibit of N.O.P.H.N. material which 
we are prepared to send out. Through 
this exhibit, we trust that our services 
will become more widely known and 


that the individual nurse or lay member 
will see we have something tangible to 
offer. Also increased opportunity will 
be given locally for taking out member- 
ship in the N.O.P.H.N., and for sub- 
scribing to THe Pusric HEALTH 
NuRSE magazine. Any state may 
write in for this material with which 
is sent a complete little “ Manual” as 
to its use. 

Later, each state may return the ex 
hibit to headquarters or keep it for 
circulation within the state, through 
city organizations, rural staffs, or lay 
groups. The responsibility for its 


circulation is a _ splendid program 
activity for Public Health Nursing 


Sections and State Organizations for 
Public Health Nursing. 


N.O.P.H.N. BRANCHES 


For the past seven years, branches 
of the N.O.P.H.N. in the form of 
State Organizations for Public Health 
Nursing have existed. This is a long 
enough period for the accumulation of 
a variety of experience as to this form 
of state organization. Our Revisions 
Committee and our staff, as a special 
project during the next two years, plan 
to be of increased service to the 
branches and to make a complete re- 
view of their achievements, methods, 
and problems. A brief resumé of the 
history of the branches is here given 
as a starting point. 

Branches of the N.O.P.H.N. were 
developed following the Seattle Con- 
vention in 1922 when the Constitution 
and By-Laws of the N.O.P.H.N. were 
revised to provide for the affiliation of 
state organizations for public health 
nursing with the National Organiza- 
tion for Public Health Nursing. 

Prior to 1922 twelve states had 
formed public health nursing clubs, 
organizations or associations and the 
arrangement to provide branches made 
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possible the affiliation of these groups 
with the N.O.P.H.N. By = 1925 
eighteen states had some sort of public 
health nursing organization, fourteen 
of which were branches of the 
N.O.P.H.N. By 1930 one of the 
fourteen branches had dissolved and 
two new branches were formed, mak- 
ing today a total of fifteen. These are 
widely distributed from East to West 
coast, from the Canadian border to the 
Gulf of Mexico. The first branch was 
Rhode Island, the second Washington, 
and the “baby” (boasting some 500 
members) New York. 

Throughout the branch development 
period, the N.O.P.H.N. has stressed 
the fact that every nurse, first and 
foremost, be a member of the Ameri- 
can Nurses’ Association. At no time 
has the N.O.P.H.N. taken an aggres- 
sive attitude toward the development 
of branches, leaving the question as to 
form of State organization to the 
States themselves. 

Three chief needs were emphasized 
by those States wanting branches— 

Need for an organized group to develop 

the cause of public health nursing. 

Need for the active participation of lay 

members in the organization. 

Need for close relationship with the 


N.O.P.H.N. 


Correspondingly there are three 
chief differences between a _ Public 
Health Nursing Section of a State 
Nurses’ Association and a State branch 
of the N.O.P.H.N. A Section exists 
for nurses professionally, is composed 
exclusively of nurses, and has an or- 
ganic relationship to the A.N.A. A 
branch also exists for the cause of 
public health nursing, is composed of 
both nurse and lay members and has 
an organic relationship to the N.O.P. 
H.N. 


Three devices have been used for 
the assistance of branches. These con- 
sist of: 


A suggested constitution and by-laws with 
an explanatory letter. 

A handbook answering most frequent 
questions that have been raised in the 
States. 

Program suggestions. 


During the first year of each branch, 
emphasis was placed chiefly on organi- 
zation problems and only simple pro- 
gram suggestions were made. These 
consisted principally of the encourage- 
ment of membership in both State and 
national organizations; an attempt to 
get every school of nursing to subscribe 
to THe Pusrtic HeattH Nurse 
magazine, and the establishment of a 
loan fund. 

Today the programs of the branches 
have extended to a wide variety of 
activities. Some of these are—legis- 
lation, education in the form of 
scholarships, organizing of lectures for 
under-graduate students and institutes 
for public health nurses in the field 
and for board members, the develop- 
ment of state-wide standards for public 
health nursing, the study of public 
health nursing facilities, the supply and 
demand of nurses, assistance in the 
N.O.P.H.N. census, publicity through 
exhibits at fairs, and in some instances 
the publication of a bulletin or news 
letter. 

The relationship of a State branch 
to its parent body, the N.O.P.H.N., 
consists of the following : 


The presentation of the constitution and 
by-laws to the N.O.P.H.N. for approval 
and the subsequent presentation of 
revisions. 

The referral of all applications for mem- 
bership in the branch to the Eligibility 
Committee of the N.O.P.H.N. 

The president of each branch is an ex- 
officio member of the Board of Directors 
of the N.O.P.H.N. and invited to attend 
all board meetings. 

The chairman of each branch Membership 
Committee is an adv:sor to the Eligi- 
bility Committee of the N.O.P.H.N. 

Each branch submits annually, its list of 
officers to the N.O.P.H.N. 

Each branch reports to the N.O.P.H.N. 
as requested. 

Each branch cooperates with the N.O. 
P.H.N. in securing membership. 


Experience is proving that the most 
effective branches are those which have 
been successful in using and coordi- 
nating the forces in the State active in 
the cause of public health nursing. 
We find branches are affiliating closely 
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State 


with 
State Departments of Education, State 


Departments of Health, 


Medical Associations, universities, 
Federated Women’s Clubs, and Par- 
ent-Teacher Associations. The par- 


ticipation of lay members and the many 

organizations they represent is an 

important contributing factor to the 

state-wide programs of the branches. 
1931 CENSUS 

In taking the 1930 census of the 
population of the U. S., Uncle Sam 
sent a person to interview you and to 
enter your replies on a form. This is 
perhaps the most satisfactory way to 
get information, but it is a costly way, 
and as the N.O.P.H.N. is not as 
wealthy as Uncle Sam, instead of send- 
ing a person to each agency doing 
public health nursing, a census blank 
will be mailed to each and the agency 
asked to write its own story. Ob- 
viously before any census blanks can 
be sent to agencies, we must know the 
names and addresses. 

The first step in taking the 1931 
census is to secure a list of all agencies 
in the United States now engaged in 
public health nursing. We have the 
names of all the agencies counted in 
1924 but there are many changes since 
then. We need help on this list from 
the people in each state and have there- 
fore asked the chief nurse in the State 
department of health or some other 
representative public health nurse to 
make up this list for us with the help 
of the President of the State Organi- 
zation for Public Health Nursing or 
chairman of the Public Heaith Nurs- 
ing Section of the State Nurses’ As- 


sociation. The list will include all 
agencies, official and non-official, 


engaged in public health nursing. 

After the lists are al! complete, 
census blanks will be mailed to each 
agency directly from the N.O.P.H.N. 
office. This will be sometime in 
January, 1931. 

In some states the listing of all 
agencies will be a simple matter, as 
there are lists already in existence. In 
others it will be necessary to make 


special plans to compile the list. For 
example : 
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In New Jersey there is no complete list of 
agencies doing public health nursing avail- 
able, so the S.O.P.H.N. has undertaken to 
build one. A State Committee has been 
formed under the Executive Committee of 
the S.O.P.H.N. with representatives from 
state-wide official and non-official agencies 
having to do with public health nursing. The 
work of this State Committee will be educa- 
tional in that it will show the need for more 
information about public health nurses in 
New Jersey and, at the same time will give 
the needed publicity to and interest in the 
census. This State Committee will have a 
small budget and a certain amount of secre- 
tarial help. In addition to the State Com- 
mittee, there will be in each county a census 
representative who, with the help of others, 
if desired, will list all the agencies in her 


county. The lists from the various counties 
will be sent to the State Committee to be 
checked against such state lists as may be 


available. 


Let us make the 1931 census a com- 
plete accounting of ourselves ! 


INSTITUTES AND FIELD TRIPS 

Both Mrs. Hodgson and Miss Moore 
are to be busy this Fall with institute 
programs. 

TUBERCULOSIS INSTITUTES 

As a result of our joint relationship 
with the National Tuberculosis As- 
sociation, Mrs. Hodgson will conduct 
a series of institutes on tuberculosis 
and public health nursing in October. 
The first will be held in St. Louis, 
Missouri, October 9, 10, 11, under the 
auspices of the Missouri Tuberculosis 
Association. The Tuberculosis and 
Health Society of St. Louis, the Visit- 
ing Nurse Association and the Munici- 
pal Superintendent of Nursing Serv- 
ices will cooperate. The program out- 
line follows: 


First half-day 
Interpretation of tuberculosis nursing in a 
generalized program. 
Brief resumé of the outstanding historical 
and sociological aspects of tuberculosis. 
Tuberculosis infection and disease. 
Second half-day 
Treatment of tuberculosis as related to 
different types and stages of the disease. 
Nursing procedures and techniques in the 
home. 


Third half-day 
Community relationships. 


Appraisal of nursing service (Quantitative 
and Qualitative). 
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Also, at the Mississippi Valley 
Tuberculosis Conference to be held in 
Rockford, Illinois, October 14, 15, 16, 
Mrs. Hodgson will conduct an insti- 
tute. 

During the week of October 20, five 
one-day institutes will be held in 
Indiana conducted by Mr. Jacobs and 
Mrs. Hodgson. Similar institutes will 
be held by the Minnesota Public Health 
Association during the week of 
October 27. Mr. Jacobs will conduct 
this series also and Mrs. Hodgson will 
assist. 

In addition, Mrs. Hodgson attended 
the meeting of the Industrial Nursing 
Section of the N.O.P.H.N. held in 
conjunction with the National Safety 
Congress in Pittsburgh on October 
2nd, and will talk at the State Nurses’ 
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Rock fe rd, 


Illinois, 


October 6th, and 
on October 14th. 
Miss Haupt will attend the Annual 


Meeting of the American’ Public 
Health Association in Fort Worth, 
Fexas, October 27-30, and while in 


that neighborhood will visit a number 

of adjacent states, including Arkansas, 
Oklahoma, Kansas and Kentucky. 
SOCIAL HYGIENE INSTITUTES 

he Social Hygiene institutes are 

part of the cooperative plan of the 

American Social Hygiene Association 


and the N.O.P.H.N. Miss Moore's 
program is as follows: 

October 3—New Britain, Conn. S.N.A., 
October 15-16—Knoxville, Tenn S.N.A 


Four-day institute. 

lctober 17—Greensboro, N. C. S.N.A 
ictober 19, 20, 21—Roanoke, Va. Insti- 
tute 











Meetings in Columbia, Missouri, 


Yctober 22—Fairmont, W. Va. S.N.A. 


SOCIAL HYGIENE INSTITUTES FOR NURSES 
Tentative Plan 
Purpose 
To make social hygiene an integral part of the whole public health nursing program and 
to stimulate every nurse to make conscious efforts toward this end. 


Method 


Through the presentation of suitable material and films, the question-box, reference 
reading and informal discussion of problems, to bring to nurses in the field recent 


developments and latest approved techniques. 
Plan 


To hold six two-hour sessions covering three days, or five two-hour sessions covering 
two days. 

Sessions may be arranged at the hours most convenient to local groups, i.e., morning and 
afternoon, morning and evening, or afternoon and evening; the two-day plan would 
necessitate three sessions in one day. 

The number of registrants may be from 20 to 50. A larger number would detract from 
free discussion, and a smaller number would make the cost too high. 

As a general rule a registration fee of $3.00 will be charged. However, due to varying 
regulations and policies in the states, this will be kept a flexible matter. 

To have the social hygiene program of the state and local health services presented by 
an official representative. 


Method of Organization 


Through State Departments of Health, State Organizations for Public Health Nursing, 
State Public Health Associations, Public Health Nursing Sections of State Nurses’ 
Associations, Social Hygiene Associations, or local nursing groups. 

It will be necessary to arrange for several institutes in adjacent communities, or states, 
in order to conserve time and keep expenses at a minimum. 

The National Organization for Public Health Nursing and the American Social Hygiene 
Association, through their joint project, will provide the speaker and two films (7 
reels) which ordinarily rent for $1.00 per reel, per day. The films are: 
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1. The Gift of Life—4 reels. 


Presents, with scientific accuracy and completeness, the biology 


and reproduction. 


2. The Venereal Diseases—3 reels. 


Deals with the pathology of gonorrhea and syphilis. 
These films are of standard width and non-inflammable stock 
An exhibit of pamphlets, posters and record forms will be shown 


The local group will be asked to arrange for publicity, registration, and a suitable con 


ference room with provision for projecting films, if possible. 


Moving picture theater 


managers are sometimes willing to run films outside regular showings 


General Information 


While the institute is planned primarily for public health nurses, all 


will be welcome. 


As only one worker at National Headquarters has been assigned to this project 


should give alternative dates. 
SUGGESTED PROGRAM 


Introductory. 


OUTLINE 
Ist Session. Film—The gift 
of Life. 


2nd Session. ‘“* Normal Ideals of Sex Life.” 


Opportunities for Nurse to Integrate 
Social Hygiene in Health Education 
Work. 

Problems Arising from Sex and Repro- 
duction. 


3rd Session. Communicable Disease Control 
and Prevention. 


Responsibility of Nurse for these Groups. 


interested nurses 


, requests 


4th Session. Clinics for Diagnosis and Treat- 
ment of Syphilis and Gonorrhea 
Other Plans for Treatment. 
Health Officer— 
State and Local Programs and Policies 
Questions. 


5th Session. Legal 


giene Program. 
Cooperation with Health and Social Agen 
cies, 


Aspects of Social Hy- 


Sources of Information for Study of 
Social Hygiene. 


6th Session. Question Box. 


TO HELP YOU KNOW YOUR NURSING ORGANIZATIONS 
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\ series of five organization charts is begun in this number to be con- 
tinued, one a month. The N.O.P.H.N. organization chart at the booth in 
Milwaukee created sufficient interest to make us feel that a graphic presentation 
of the N.O.P.H.N. and its relationship to other organizations would be of help 
to each member. Perhaps you will want to make similar charts of vour own 
state organizations. The series includes: 


No. 1. YOU in your nursing organizations 
No. 2. The N.O.P.H.N. Board 

No. 3. The N.O.P.H.N. Committees 

No. 4. The N.O.P.H.N. Staff 

No. 5. Services and relationships 


DANGEROUS DELAY 


The median delay between discovery of the first symptoms and appointment for first 
consultation with a physician for individuals with cancer coming to the State-aided cancer 
clinics in Massachusetts is 6.5 months. 

Males delay longer than females except for skin cancers. 

The greatest delay is in cases of cancer of the skin and the shortest delay is among those 
patients having cancer of the uterus. 

Thinking the condition was a minor malady is the largest single cause of delay. 
the males, this reason is considerably greater than among the females. 

The greatest single cause of delay between consultation with physician and treatment 
was because of poor advice on the part of the attending physician. 

Forty-five per cent of the cancer patients had a median delay of six months after con- 
sulting a physician while 55 per cent received treatment within a short time 
diagnosis. 


Among 


following 


The median interval of delay is increasing each year since our first figures in 1927 
This is profoundly disappointing in view of the intensive medical and lay education carried 
on. Possibly it is in part due to the fact that the percentage of individuals with skin 
cancers attending the clinics has increased, as this group delays much longer than any 
other. Our current figures, however, indicate that the delay in skin cancers is increasing, 
while other types remain about the same—7he Commonwealth. 





AMOS 'N’ ANDY 


Several years ago, a public health nurse took care of the thirteenth baby in a well 
known district family. Since that time the staff has taken care of two other new arrivals 
in the same family. One morning recently the father of the family called up and asked 
how soon a public health nurse could get to his home. ‘“ What is the trouble?” the super- 
visor asked. “ We done got twins at our house last night.” “Oh, you have! How many 
does that make, Mr. Washington?” ‘“ Dat’s number sixteen and seventeen,” said the proud 
father. “ Well, well, what are you going to call them?” “Well, you see, Miss, they 
been broadcastin’ since two o’clock this mawnin’—guess we'll call °em Amos 'n’ Andy.” 
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BOARD AND COMMITTEE MEMBERS’ FORUM 
Edited by VixGinta BLAKE MILLER 


Board Member, Instructive Visiting Nurse Society, Washington, D. C. 





SUGGESTED PROGRAM FOR BOARD EDUCATION 


The following educational program was worked out by the Educational Com- 
mittee of the N.O.P.H.N. Board and Committee Members Section which was 
appointed by Mrs. Whitman Cross to work with Miss Evelyn K. Davis on 
the subject of Board Education. We plan to follow this outlined program with 
two papers on this subject read at the Biennial Convention in Milwaukee. 

It is our hope that board members will take this material and see if they 
can answer the questions raised. We have tried to outline the subjects about 
which we feel every board member should be well informed. 

This program may be presented by the local Education Committee, if you 
have one, or by the Nursing or Publicity Committee, and may be considered 
topic by topic at board meetings or given in a short study course of several days. 
The topics may be presented by a committee member who has thoroughly 
familiarized herself with the subject or by some expert in the particular field 
under discussion. Visits to other organizations, seeing their work at first hand, 
are very effective. 

As the need arises, your committee will have other programs to offer. 
Please write to Miss Davis for help on any questions that may come to you as 
you carry out the following : 

SUGGESTED PROGRAM 

Education Committee: The com- 
mittee might more properly be 
termed the Committee on Board and 
Community Education and include 
within its functions the duties of a 
publicity committee. The size of 
this committee varies from two to 
twelve members, according to the 
type of association, and can well be 
subdivided, meeting regularly. The 
education committee, aided by the 
executive director, would introduce 


In considering a program for Board 
Education we are faced with the con- 
sideration of three questions: 

Why is Board Education necessary ? 
How shall it be effected? 
What shall be its content? 


1. Why ts Board Education Necessary? 
A. Because it conserves the continuity of 
the organization's work. (Executives 


and staff are transient; the board per- 
manent. ) 

B. Because only by a knowledge of the 
functions and objects of the organiza- 
tion can the governing body be assured 
that the service is effectively rendered 
to the public. 


C. Because only by being fully informed 
of developments in their special fields 
of work, together with a knowledge of 
the needs, the problems, the standard 
practices and the policies of public 
health nursing can board members 
truly fulfill their functions. 


new board members to the work of 
the association in all its branches, 
organize study courses for board 
members, and bring before the board 
new trends and developments in pub- 
lic health nursing. Some of the 
duties referred to such a committee 
are: distribution of literature, clip- 
pings and reading matter, advice on 
building up a library, preparation of 
graphs, arrangements for the annual 
meeting and institutes. It should be 
responsible for keeping the public in 
touch with the work of the associ- 
ation and the health needs of the 
community. 


2. How Shall It Be Effected? 


A. It may be done by a standing commit- B. 
tee called an Education Committee. 
The Board Members’ Manual outlines 
the duties of the Education Committee E; 
as follows: 


It may be done by attending Insti- 
tutes—local, state, and national, in- 
cluding the Biennial Convention. 

It may be done by the Nursing Com- 
mittee. 
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It may be done by the Publicity Com- 
mittee. 


What Shall Be Its Content? 


Suggested program for study. 

A study of what is public health nurs- 
ing. The accepted definition is as 
follows: 

“ Public health nursing is an or- 
ganized community service not for 
profit, rendered by graduate nurses 
to the individual, family and com- 
munity. This service includes the 
interpretation and application of 
medical, sanitary and social pro- 
cedures for the correction of de- 
fects, prevention of disease and the 
promotion of health, and may in- 
clude skilled care of the sick in 
their homes. It refers to nurses em- 
ployed by Boards of Health, Boards 
of Education, Industries, Visiting 
Nurse Associations, Red Cross 
Chapters, Tuberculosis Associations 
and other private and public organi- 
zations.” 


Development of Public Health Nursing 


Practices. 


Suggested readings: 


“ Public Health Nursing’’—Mary S. 
Gardner 

“ Evolution and Significance of Mod- 
ern Health Movement ”—C.-E. A. 
Winslow 

“Community Health Organization "— 
Edited by Ira V. Hiscock, Ameri- 
can Public Health Association 


Your organization. 
1. History. 


Someone could study to present 
to the board a picture of the or- 
ganization from the beginning to 
present day, showing stages of 
development. 


2. How is your organization financed? 
What is your budget? Do you raise 
this budget through the following 
sources ? 

Membership 
Community chest 
Contributions 
Endowments 
Fee service 
Insurance companies 
Public funds 
Other 
What per cent of money is earned? 
Work out charts. 
What proportion of your service is 
free?—part paid ?—paid? 

3. The Board. 

What is the purpose of the board? 


What are the responsibilities of the 
board? 


4. 


5 


Make a chart of your organization— 
(Study all this in the light of the 
Board Members’ Manual) 

The Staff. 

a. What are the requirements for 

staff appointment ? 
Academic requirement 
General nursing requirement 
Special public health nursing re 
quirement 

». Make a chart of the organization 
of staff. 

c. How do salaries compare with 
other organizations of similar 
size? (See May number of THE 
Pusiic HEALTH NURSE.) 

Vacations? Sick leave? Work- 
ing conditions and hours? 

d. What is board’s relationship to 
executive director? To staff? 

e. Do you have student nurses? 
What is student nurse affiliation? 


Types of service offered to the pub 
lic. 

Study thoroughly those you are 
offering the community. An effec- 
tive way to observe these services 
is by having plays and demonstra- 
tions as well as reports from the 
executive director and staff nurses. 


a. Morbidity service 
What is it and how carried out ? 
b. Maternity and infancy 
Have you a delivery service? 
Do you do any group work with 
prenatal cases? 
c. Preschool 
Do you’ hold _ conferences? 
clinics ? 
d. School nursing 
e. Communicable disease nursing 
f. Tuberculosis nursing 
g. Social hygiene 
What is the community pro- 
gram, educational as well as 
preventive, and control of 
Social diseases? 
h. Mental hygiene 
i. Industrial nursing 
What per cent of your indus- 
tries are covered by industrial 
nursing service? 
What arrangement is made to 
provide service for small 
plants ? 


What other agencies in the community 


are offering public health nursing— 
what services do they offer and what 
is your relationship to each? 


1. City Health Department 


Is there a full time health officer ? 
Are there public health nurses in the 
department ? 
What is their program? 
How are they supervised ? 
Have they a lay committee? 
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Board of Education 
Does it employ nurses ? 

3. Infant Welfare Society 

ked Cross Nursing Service and 
Home Hygiene classes 

5. Tuberculosis organization 

6. Others 


> 


L). How is your organization cooperating 
with the medical profession? 

Have you a medical advisory com- 
mittee? (See Board Members’ 
Manual) 

Do you have paid medical service in 
your health centers? 

Have you standing orders and have 
they ever been presented to medi- 
cal advisory committee? 

What are your relations with the 
organized medical society? 

E. How are you cooperating with the 
social service agencies in carrying out 
a community program? 

Is there a Council of Social Agen- 
cies? 

Have you a lay representative on 
the Council as well as a profes- 
sional and are the reports brought 
back to your board? 

Have you a Social Service Ex- 
change? Do you use it? 

lk. How could you better educate the com- 

munity to recognize public health 

needs, and to use and support the 
services you are offering? 
1. Publicity 
Have you a publicity committee? 
Have you a year-round publicity 
program? If so, what is it? If 
not, what is your publicity 
activity ? 


- 


2. Are you cooperating closely with 
other organizations who are think- 
ing along public health lines such as: 

General Federation of Women’s 
Clubs 
Parent-Teacher organizations 
League of Women Voters 
Rotary Clubs 
Kiwanis Clubs 
Chambers of Commerce 
Fraternal orders 
Church groups 
G. County Health Department 
How functioning and what is your 
relationship to it? 

H. State Health Department 

Is there a public health nurse super- 
visor under the State Dept.? 

Are you making use of material and 
help that the State Dept. has to 
offer? 


I. Do you have any form of State organi- 
zation of Board members? 
J. National Organization for Public 


Health Nursing 
What is it? 
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What services does it offer? 
What types of membership has it? 
Is your organization a_ corporate 
member on the percentage plan? 
If so, are you taking advantage 
of services which it offers? 
How many of your board and staff 
are individual members? 
K. How are you educating new board 
members ? 

Some methods which have proved ef- 
fective for educating the new 
members are: 

1. Short history of the organization 
2. An hour or so at the headquar- 
ters office with the executive di- 
rector to see how the service 
actually functions 
3. Visits to centers 
4. Volunteer work at clinics or con- 
ferences 
5. Attendance at staff conferences 
6. Reading such books as Miss 
Gardner’s and THE PuvuBLIC 
HEALTH NURSE magazine 
L. Bibliography 
It is very effective to have some 
member of the Education Com- 
mittee present short summaries of 
current articles relating to public 
health nursing at board meetings. 
Books and magazines which are valu- 
able for reference: 
Gardner, Mary S. “ Public Health 
Nursing ”’—The Macmillan Co. 
Goldmark, Josephine. “ Nursing 
and Nursing Education in the 
U. S.” (commonly called the 
Rockefeller Study)—The Mac- 
millan Co. 
Nurses, Patients and Pocket 
Books ”"—Report of the Commit- 
tee on the Grading of Nursing 
Schools—American Nurses Asso- 
ciation. 
“Board Members’ Manual ’—The 
Macmillan Co 
“* Manual for Public Health 

Nurses ”—The Macmillan Co. 

Routzahn, M. S. and E. G. “ Pub- 

licity for Social Work ”’—Russell 

Sage Foundation. 

Periodicals 

THE Pusiric HEALTH NuRSE— 

N.O.P.H.N. 

American Journal of Public Health 
and the Nation’s Health 

American Journal of Nursing 

Mental Hygiene Quarterly 

Journal of Social Hygiene 

Survey 

State Health Bulletins 


Sources for material and further refer- 
ence: 
National Organization for Public 
Health Nursing 
American Public Health Associ- 
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STATE 


California 
Colorado 
Connecticut 
Delaware 

D. of Columbia 
Illinois 


Indiana 


lowa 


Kansas 
Kentucky 


Maryland 
Massachusetts 


Michigan 


Missouri 


Minnesota 


Nebraska 
New Jersey 


New York 


Ohio 


IN MILWAUKEE, 
June 9-15, 193 


cITy 
San Francisco 
Colorado 
New Haven 
Wilmington 
Washington 
Moline 
Rock Island 


Indianapolis 
Evansville 
Terre Haute 
East Chicago 


Davenport 


Des Moines 


Fort Dodge 


Sioux City 
Kansas City 
Wichita 
Louisville 
Baltimore 
Chestnut Hill 
Pittsfield 
Worcester 
Detroit 


Grand Rapids 


Saginaw 
St. Louis 


Minneapolis 


Omaha 
Elizabeth 


Moorestown 
New Brunswick 
Albany 


Buffalo 
Utica 


Cincinnati 
Cleveland 
Columbus 
Hamilton 


Toledo 


Springs V 


Soc 


V.N.A 
Clinic 


V 
V 


ASSOCIATION 


A 
\ 
A 
A 
N 
A 
A 
N 
N 
N 


St. Luke’s Hos 
pital 


Webster Co 


Nursing Org 


V.N.A. 


V.N.A 
for D. N 


for In 
fant Feeding 
N.A 
N.A 


é 


Z 


Z 


V.N.A. 


V.N.A. 
V.N.A. 


V.N.A. 

V.N.A. 

Guild for 
P.H.N. 

V.N.A. 

V.N.A. & Child 
Health 

V.N.A. 

V.N.A. 

D.N.A. 

P. H. League 


D.N.A. 


WISCONSIN 
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NAME OF DELEGATE 
Miss Carol Rehfisel 

Mrs. Charles J. Wright 
Mrs. Harry (¢ Tolles 
Mrs. J. H. Hughes, jr. 
Mrs. Whitman Cross 
Mrs. George E. Huntoon 
Mrs. (¢ E. Sharpe 

Mrs. Paul Duffin 

Mrs. Jas. A. Bawden 
Mrs. Clarence Leich 
Mrs. R. McG. Herkimer 
Mrs. John R. Gillum 
Mrs. H. E. Carroll 
Mrs. Ethel Bonezanin 
Mrs. Geo. B. Drummond 
Mrs. G. Decker French 
Mrs. George W. French 
Mrs. Hollis Rawson 
Mrs. John Getchell 

Miss Marcia Hempstead 
Mrs. Pleasant J. Mills 
Miss. Anna Johnson 

Mrs. Ralph R. Brubacker 
Mrs. A. E. Neal 

Mrs. J. W. Cheney 

Mrs. John V. Collis 
Miss Lilla N. Breed 
Mrs. W. Hall Harris, jr. 
Mrs. Harold A. Marvin 
Mrs. Frank E. Pierson 
Miss Harriet Clark 
Mrs. Frederick Alger 
Mrs. Virginia Y. Robb 
Mrs. M. H. Watkins 
Mrs. Robert E. Hill 
Miss Boise 

Mrs. Laura A. Eggert 
Mrs. Walter S. Nearx 
Mrs. Garfield J. Taussig 
Mrs. Edward F. Brown 
Mrs. William H. Lee 
Mrs. H. M. N. Wynne 
Mrs. Edw. F. Waite 
Mrs. Arthur E. Martin 
Mrs. Frank Sprague 
Mrs. Frank Chamberlain 
Mrs. Charles Wales 

Mrs. Ira K. Wallace 
Mrs. Fred. W. Armitage 
Mrs. Fred. H. Walter 
Mrs. Samuel E. Stokes 
Miss . N. Austen 
Mrs. Allen H. Bacon 
Mrs. J. W. Satterfield 
Mrs. D. N. Crouse 
Mrs. F. L. Thornberry 
Miss Johanna Hilton 
Mrs. L. M. Williams 
Miss Louise McCune 
Mrs. Herman Kutter 
Miss Doyle 

Miss Grace S. Frost 
Mrs. G. B. Rheinfrank 
Miss Charlotte Colburn 


. Zorah W. Bowman 








POSITION 
Board 


ON BOAKD 

Member 

Vice President 

Board Member 

President 

President 

Chairman 

President 

Vice President 

Chairman Publicity Com 

Secretary 

President 

secretary 

President 

Board Member 

President 

Chairman of Lay 

Pres. Board St 
Hospital 

President 

Chrm. T. B. 

Chrm. Junior 

Chrm. Budget 

Secretary 


Com 


Luke's 


Committee 
Board 


Committee 


President 
President 
Former 
President 
Vice President 
Member Nursing 
Sec Treas Mass. 

of Directors of 
Secretary 
Former 
President 
Chrm. Membership Com, 
Chrm,. Finance Com. 
Secretary 


President 


Com 
Ass'n 


P.H.N 


President 


Board Member 

Chrm. Board Education 

Committee Member 

Second Vice President 

Chrm. Education Com. 

President 

Chrm. Education Com. 

Supply Committee 

Chrm. Supply Committee 

First Vice President 

Former President 

3oard Member 

Secretary 

President 

Chrm. Education and 
Survey Committees 

President 

Nursing Com. 

Board Member 


Member 


President 
President 


Secretary 

First Vice President 
President 

President 

Vice President 


President 
Chrm. Education Com. 
Treasurer 

Board Member 
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BOARD AND COMMITTEE MEMBERS ATTENDING BIENNIAL CONVENTION 


(Continued ) 
STATE cITyY ASSOCIATION NAME OF DELEGATE POSITION ON BOARD 
Pennsylvania Lancaster V.N.A. Mrs. Samuel N. Miller President 
Mrs. Chas. P. Stahr Treasurer 
Reading V.N.A. Mrs. Clarence V. Fencil Secretary 
York V.N.A. Mrs. E. G. Steacy Treasurer 
Rhode Island Providence D.N.A. Mrs. Gammell Cross Chrm. Nursing Com 
Wisconsin lefferson Co. Mrs. H. E. Miles Committee Member 
Neenah V.N.A. Mrs. Donald C. Shepard President 
Mrs. Albert C. Gilbert Vice President 
Mrs. C. B. Clark Board Member 
Mrs. D. L. Kimberly Committee Chairman 
Mrs. H. K. Babcock Committee Chairman 
Milwaukee V.E.A. Mrs. Polly M. Donnelly President 
Mrs. Hazel Brown McVey Chrm. Nursing Com 
Children’s Hos. Mrs. Walter Stern Chrm. Nursing Com 
’.N.A. Mrs. David Edgar Board Member 
V.N.A. Mrs. C. J. Otjen Chrm, Education Com 
Jr. L. Curative Mrs. Robert Phillips Chairman 
Work 
Kenosha Co. Health Mr. R. M. Holderness Chairman 
Committee 
Mr. Wm. C. Bacon Committee Member 





The successful operation of public health associations is becoming more and more 
dependent on the sympathy and friendliness of official health bodies. A secretary needs all 
the help his board can give him in interpreting aright to health officers the aims and 
objectives of his association and of its desire to be in every way cooperative and never 
unjustly critical. It frequently requires the diplomacy of a number of the members of a 
board of directors to gain the confidence of a local health officer who perhaps has just 
grievance against the volunteer agency for unfortunate mistakes in policy or practice during 
bygone days. 

Another important duty of a board of directors is to preserve its breadth of outlook. 
Public health is a concept that stands out in sharp contrast to individual health. The two 
are complementary, though vastly different in scope. But in public health work the indi- 
vidual point of view sometimes survives. It is not a practice that can be applied to a 
single ward, a single city or county or state. It is based on the fundamental idea that 
vour own health depends in considerable measure on that of your neighbor. No matter 
how rigid our local rules may be, if we import milk from a typhoid-ridden county our 
people will acquire the disease. A board of directors may have its specific duties limited 
to a city or state but its vision must be both national and international. In particular it 
must realize that its own territory does not profit to the fullest extent by the health work 
done therein unless work of a similar excellence is being carried on in territory adjoining. 

—lrom an article on “ The Réle of Boards of Directors,’ by Kendall 
Emerson, M.D., in the Journal of the Outdoor Life, Feb., 1930. 


A review of the Board Members’ Manual appears on page 549 of this issue. It was 
prepared by Mrs. F. S. Dellenbaugh, Jr., of the Boston Community Health Association 
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BIBLIOGRAPHY FOR INDUSTRIAL NURSES 


General Reference 
Clark, W. Irving. Health Service in Industry, 1922, 168 pp. The Macmillan Co. $2.00. 
Emmons, Arthur B., 2nd. Health Control in Mercantile Life, 1926. Harper and Bros. $3.( 
Gardner, Mary S. Public Health Nursing, 1924. The Macmillan Co. $3.00. 
Hackett, J. D. Health Maintenance in Industry, 1925. 488 pp. A. W. Shaw Co. $5.00 
Kober and Hayhurst. Industrial Health, 1923. 1184 pp. P. Blakiston’s Son & Co. $15.00 
Lynch, Charles. American Red Cross Abridged Text-book on First Aid, 1925. 
P. Blakiston’s Son & Co. Paper, $.60; ill. $1.00 
Michelbacher and Nial. Workmen’s Compensation Insurance, 1925. 503 
Hill Publishing Co. $4.00. 
National Industrial Conference Board, 247 Park Avenue, New York City: 
Medical Care of Industrial Workers, 1926. $2.00. 
Employee Savings and Investment Plans, 1929. $1.00 
Health Service in Industry, 1921. $1.00. 
The Workmen’s Compensation Problem, in New York State, 1927. $3.50 
Industrial Relations Programs in Small Plants, 1928. $1.00. 
\ Manual for Mutual Benefit Associations, 1924. $1.25 
National Safety Council. Health Supervision in Industry, Health Practice Pamphlet No. 5 
National Safety Council, Chicago. $.25. 


Tead and Metcalf. Personnel Administration, 1926. 543 pp. McGraw-Hill Publishing 


0. 


229 pp 


pp. MeGraw 


Co. $5.00. 

Tead, Ordway. Human Nature and Management, 1929. 312 pp. McGraw-Hill Publishing 
Co. $2.80. 

Townsend, Harriet. Social Work a Family Builder, 1926. 247 pp. W. B. Saunders Co 
$2.25. 


U. S. Public Health Service. What to Do in Case of Accidents, 1928 
(pamphlet). $.15. 

Williams, Jesse Feiring. Personal Hygiene Applied, 1922. 412 pp. W. B 
$2.00. 


Williams, Sidney J. The Manual of Industrial Safety, 1927. 207 pp. A. W 
$2.50. 


Revised Edi 
. Saunders Co 


. Shaw Co 
Wright, Florence S. Industrial Nursing, 1919. The Macmillan Co. $1.50. 
Periodicals 

THe Pusrtic HEALTH Nurse. 370 Seventh Ave., New York City. Monthly. $3.00 per 
year. $2.00 to members of N.O.P.H.N. 

Survey. 112 East 19th Street, New York City. Semi-monthly. $5.00 per year. 

American Journal of Public Health and the Nation’s Health, 370 Seventh Ave., New York 
City. Monthly. $5.00 per year. 

The Personnel Journal. The Williams & Wilkins Co., Baltimore, Md. Bimonthly. $5.00 
per year. 

Monthly Labor Review. U. S. Bureau of Labor Statistics. Monthly. $1.50 per year 


National Safety News. Nat'l Safety Council, 108 E. Ohio St., Chicago, Ill. $10.00 per 
year, including membership. 


Journal of Industrial Hygiene. Harvard School of Public Health, Boston, Mass. Monthly. 
$6.00 per year. 


Industrial Welfare ani Personnel Management. Industrial Welfare Society, Inc., 68 
Victoria St., London, S.W.I. Monthly. 10 shillings per year. 
Bulletins and Reports 
Bulletins and Reports. U. S. Dept. Labor. 
Public Health Report. U.S. Public Health Service. 
Bulletins and Reports. State Dept. Labor and Industry. 
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SOCIAL HYGIENE BIBLIOGRAPHY 


General Reference 


Addams, Jane. 

Bigelow, M. A. Adolescence. 
35 cents postpaid. 

de Schweinitz, Karl. 
1924. $2.00. 


A New Conscience and An Ancient Evil. 
Funk & Wagnalls, 1924. 


The Art of Helping People Out of Trouble. 


The Macmillan Co. $1.50 
66 pp. (Nat'l Health 


Series. ) 


Houghton Mifflin Co., 


de Schweinitz, Karl. Growing Up. The Macmillan Co., 1928. 111 pp. $1.75 

Flexner, Abraham. Prostitution in Europe. The Century Co., 1920. 455 pp. $2.00 

Galloway, Thomas. Sex and Social Health. American Social Hygiene Ass'n, 1924 
360 pp. $2.50. 

Groves, E. R. Social Problems of the Family. Lippincott, 1927. 314 pp. $2.50 

Gruenberg, B. C. Parents and Sex Education. American Social Hygiene Association, 
1923. 100 pp. $1.00. 

Royden, A. Maude. Sex and Common Sense. Putnam, 1922. 211 pp. $2.50. 

Snow, W. F. Venereal Diseases, Their Medical, Nursing and Community Aspects. Funk 
& Wagnalls, 1924. 59 pp. (Nat'l Health Series.) 35 cents postpaid. 

Stokes, John H. The Third Great Plague. W. B. Saunders Co., 1919. 204 pp. $2.50 


Stokes, John H. 

W. B. Saunders Co., 1930. 280 pp. 

Sneidern, J. K., and Sundquist, A. 

Hygiene of the Sex Organs. 

Warwick, W. Turner. 
213 pp. 

Wile, Ira S., and Winn, Mary Day. 
1929. 285 pp. $2.00. 


Von 


Handbook on 


Dermatology and Syphilology 
$2.50. 


Holt, 1926. 
Venereal 
May be obtained through G. E. 


for Nurses, Including Social Hygiene 


Sex Hygiene, The Anatomy, Physiology and 
115 pp. $1.75. 
Diseases. London: Faber & Gyer, 1928. 


Stechert, 31 E. 10th St.. New York City 
Marriage in the Modern Manner 


The Century Co 


Periodicals 


United States Public Health Service. 
American Social Hygiene Association 


l’enereal Disease Information. 
Journal of Social Hygiene. 


$.50 per vear 


$3.00 per year. 


Pamphlets 


Gavit, J. P. Some Inf’mation for Mother. 
1926. 15 pp. Pub. No. 532. $.15. 
Gilman, Catheryne Cooke. 

Children. 


BOARD MEMBERS’ MANUAL FOR BOARD 
AND COMMITTEE MEMBERS OF PUBLIC 
HEALTH NURSING ORGANIZATIONS 


Prepared by the National Organization for Public 
Health Nursing, Inc. The Macmillan Co., 1930. 
$1.25. 

The Board Members’ Manual, pre- 
pared by the National Organization for 
Public Health Nursing, is both a valu- 
able and a timely book. Much con- 
sideration is being given by members 
of boards, just now, to the determina- 
tion of what their responsibilities are 
and how they may fit themselves to 
meet them; in the Manual they can 
find much detailed information as well 
as methods of approach for handling 
their particular problems. 

To any group starting a new nurs- 
ing service, whether urban or rural, it 
must prove an invaluable aid, as it 
sketches quite comprehensively the 


American Social Hygiene 


Assn, New York, 


A Vocabulary for Family Use in the Early Sex Education of 
Women’s Co-operative Alliance, Inc., Minneapolis, Minnesota. 


tag 
$.15 


procedure for organizing, the form of 
organization, and the type of service 
suited to various communities. The 
Manual gives an elaborate description 
of a large association (a skeleton con- 
stitution appears in the appendix), and 
in this section the chapter on com- 
mittees is particularly suggestive. 

For members of an already estab- 
lished association the \Janual can do 
many things; if they are dissatisfied 
it will help them to crystallize their aims 
and show them how to go about achiev- 
ing them; if they are satisfied with 
what their association is doing it should 
rouse them from that very dangerous 
state by its presentation of the ideal 
service, association and board. 

There is considerable and well-placed 
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emphasis on the relationship of the 
nursing association to other health and 
social agencies, local, state and 
national, and also to the: relationships 
within the association: of the board to 
the contributing public, to the com- 
munity it serves, to the staff, and under 
this heading there is insistence on the 
necessity for educational opportunities 
for the staff. 

A thoughtful board member can 
learn a great deal from a study of this 
Manual and besides can learn how to 
become still more useful—in this con- 
nection the value of board member in- 
stitutes is stressed, and an appendix 
gives plans for a one-day and a three- 
day institute, which should prove very 
helpful. 

I found the Manual enormously in- 
teresting and suggestive and expect it 
to be my constant companion and 
reference in the future. 

ANNE E. DELLENBAUGH. 


CHILDREN AT THE CROSSROADS 
Agnes E. Benedict. Commonwealth Fund, New 
York, 1930. 238 pp. $1.50. 

A study of visiting teacher work in 
three rural districts in New Jersey. 
The discussion of typical cases brings 
out the maladjustments in school, home 
and community and reveals the mis- 
conception of rural life obtaining 
among city dwellers. The need for a 
social point of view in those whose 
lives touch children is made evident. 

The Smith College School for Social 
Work announces a quarterly publica- 
tion, The Smith College Studies in 
Social Work, the first number appear- 
ing in October, 1930. Professor 
Everett Kimball and Dr. Helen L. 
Witmer will act as editors. Two dol- 
lars per annum. 





The Journal of the American Sta- 
tistical Association for June calls atten- 
tion to the fact that there is consider- 
able unpublished social data on file in 
the Census Bureau at Washington for 
the 1920 census, and there will prob- 
ably be a mass of unpublished findings 


from the 1930 census. Tables which 
serve as indices to this material—pub- 
lished and unpublished, are printed in 
this Journal for December, 1929, and 
June, 1930. An interesting point in re- 
lation to this unpublished material is 
the fact that it relates chiefly to small 
units—such as towns and counties. If 
analyzed, these findings should be of 
the greatest value in dealing with rural 
social problems. Information as to 
securing access to this material can be 
obtained from the Census Bureau. 

An article well worth reading and 
thought appears in the Canadian Nurse 
for August, Where Nurse and Social 
Worker Meet, by Elizabeth L. Smellie, 
chief superintendent, Victorian Order 
of Nurses, Canada. 

Hornell Hart’s remarkable paper on 
“Fulfilment in Family Life” pre- 
sented at the International Congress 
on Mental Hygiene appears in the Sur- 
vey for August. No public health 
nurse should miss it. 





The American Child Health Associ- 
ation has published the statistical re- 
port of Infant Mortality for 1929 in 
729 cities of the United States. 

The death rate among babies in 720 
cities of the Birth Registration Area 
was about two points lower than in the 
preceding year, the rate for 1929 being 
66.2 as against 68.3 for 1928. These 
rates represent the number of deaths 
among children under one year of age 
for each thousand live births. The 
1929 rate is thus the second lowest rate 
on record for the cities of the country, 
the 1927 rate of 64.9 being the lowest 
reported. The report may be obtained 
from headquarters, 370 Seventh Ave., 
New York City. 

We are proud to announce a sub- 
scription order from the Commissioner 
General for the Commonwealth of 
Australia, for the Victorian Bush 
Nursing Association in Melbourne. 
So far as we know, this is the longest 
monthly journey our magazine takes— 
10,335 miles from New York! 
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NEWS NOTES 





The Commonwealth Fund has chosen 
Massachusetts as the second state in 
which to develop a rural public health 
project under the terms of its new pro- 
gram for cooperation with state health 
departments in promoting rural health. 
In Massachusetts the unit for the 
health-service demonstration will be a 
group of five or six towns, with 15,000 
to 25,000 people, which voluntarily 
unite for the purpose. Two such 
groups will be formed, and each will 
organize a board of health with repre- 
sentatives from the several towns. A 
field unit will be formed in the state 
department to promote rural health 
progress throughout the state and par- 
ticularly to guide the development of 


the two centers of intensive work. 


A little more than a year ago Presi- 
dent Hoover called the first meeting of 
the White House Conference on Child 
Health and Protectign. The reports 
of the four sections of the Conference 
and their various committees and sub- 
committees are now being gathered 
into a vast compendium of information 
to be presented to the Conference, as 
findings, when it convenes in Washing- 
ton on November 19th. 

The work, as originally planned, has 
been carried on by four sections which 
have studied Medical Service and its 
relation to children; Public Health 
Service and Administration; Educa- 
tion and Training; and the Handi- 
capped Child. The original group of 
seven hundred experts has grown to 
eleven hundred. 

Viewed as an isolated fact the cost 
of a constructive program in medical 
service, education or recreation seems 
staggering when we add up the bill, 
state by state, and organization by or- 
ganization, but in comparison with a 
national bill for sickness, or delin- 
quency, or crime—it dwindles. If the 


White House Conference on Child 
Health and Protection does no more 
than teach us to compare these values 
it will have made a great contribution 
to our national welfare. 


A series of clinics which represent 
joint efforts of the U. S. Public Health 
Service, the Illinois Society for the 
Prevention of Blindness and the State 
Department of Public Health recently 
conducted in southern Illinois have 
brought to light 125 cases of trachoma. 
These patients were found out of about 
600 selected people examined. Only 
the relatives or close contacts of blind 
pensioners were brought to the clinics. 
This plan was followed with the 
thought that a significant percentage of 
the blindness in southern Illinois is due 
to trachoma and that the disease is 
prevalent among family members and 
associates of those who have already 
lost their sight from this cause. 

To promote correct and adequate 
treatment of the patients a full time 
nurse has been appointed by the State 
Department of Health. Her duty will 
be to follow up all of the cases with a 
view to getting the patients under com- 
petent medical care and of preventing 
the spread of the disease by stimulating 
sanitary and hygienic practice in the 
households concerned. 





A group of mothers at Chapel Hill, 
N. C., have found a solution for the 
problem of what to do with the pre- 
school children in a community where 
there is no nursery school. Six mothers 
pool their children and their playtime 
equipment and take turns in supervis- 
ing a joint playground—which some- 
times moves from house to house but 
usually stays at a hospitable corner lot, 
equipped with a cooperatively owned 
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slide, swings, sand boxes, and other 
paraphernalia. Each morning from 9 
to 12 the children play alone or in 
groups as they please mm charge of a 
mother who keeps in the background 
as much as possible. The mothers have 
held a series of evening meetings to 
discuss books and magazines on child 
care and to talk over problems of child 
management, and special meetings are 
held from time to time. 


Within the last month Reverend 
Matthew L. Fortier, S.J., Dean of 
Fordham University School of So- 
ciology and Social Service, New York 
City, has inaugurated a public health 
nursing course with the help of an 
Advisory Committee consisting of 
Sister M. Felicite, Sister Immaculata, 
Miss Amy Grant, Miss Jane Hoey, 
Miss Mary Roberts, Miss Elizabeth 
Stringer, Miss Marguerite Wales, 
and Miss Ann Doyle, Director. 

This group plans to have both the 
theoretical and practical curriculum 
mect the recommendations of the Edu- 
cation Committee of the N.O.P.H.N., 
which has acted in an advisory capacity 
to the course. 

The course which was started a year 
ago last fall under the School of Nurs- 
ing, Washington University, St. Louis, 
Mo., with Miss Anna Heisler as Pro- 
fessor of Public Health Nursing, has 
been accepted by the Education Com- 
mittee of the N.O.P.H.N as meeting 
the Committee’s minimum require- 
ments, and has been added to the list 
of accredited courses. 

Miss Heisler and Miss Wheeler, the 
Director of the School, are especially 
fortunate in having excellent facilities 
for field experience for their students, 
both in St. Louis and in St. Francois 
County. They are also fortunate in 
their strong Advisory Committee. 





APPOINTMENTS 


Among the 


interesting 
filled by Joint Vocational Service dur- 
ing August appear the following : 


positions 


THE Pustic HEALTH NuRSE 


Letha Allen, Director of Nursing, East- 
chester Neighborhood Association, Tucka- 
hoe, N. Y. 

Winifred 
Education, 
Tenn. 

Mrs. Mabel Hope Newell, Supervisor Ma- 
ternity Center Association, Brooklyn, N. Y. 

Lillian Johnston, Nurse-Teacher, North 
Country Community Association, Glen Head, 
Long Island. 

Eula Bafford, Community Nurse, Neigh- 
borhood Assn., Westbury, Long Island. 

Grace Hillyer, Community Nurse, Putnam 
and Kent District Nursing Association, Car- 
mel, N. Y. 

Mary Welton, Home Hygiene Instructor, 
Middlesex County Vocational Schools, New 
Brunswick, N. J. 

Alma Johnson, Nurse Social-Physical Di- 
rector, Children’s Memorial Hospital, Chi- 
cago, Ill. 

Ruby Rogers, Educational Supervisor, 
Public Health Nursing Association, Indian- 
apolis, Ind. 

Winifred Erskine, Supervisor Maternity 
and Infancy, State Department of Health, 
\ugusta, Maine. 

Lenell Gibson, Teacher-Nurse, Public 
Schools, Rockville Center, Long Island. 

Marion Brown, Community Nurse, Neigh- 
borhood Association, Keene Valley, N. Y. 

Elizabeth Travis, College Nurse, Connecti- 
cut State College, New London, Conn. 

Mrs. Katherine Loomis, Community Nurse, 
Bennington, Vermont. 

Grace Buzzell, County Nurse, Bell County, 
Texas. 

Elizabeth Gurney, Laboratory Worker and 
District Nurse, District Nursing Association, 
Bristol, R I. 

Grace Paynter, School Nurse, Ohio County 
Health Department, Wheeling, W. Va. 


of Health 
Nashville, 


Professor 
College, 


Ingersoll, 
Peabody 


Joint Vocational Service has assisted 
in the additional placements of : 

\da Whyte, Field Worker, Georgia 
Tuberculosis Association, Atlanta, Ga. 

Katherine Payne, Assistant to the Profes- 
sor of Public Health Nursing, Vanderbilt 
University, Nashville, Tenn. 

Olga Rogness, Commurity School Nurse, 
Arkansas City, Kansas. 

Mrs. Mattie Jackson, County 
Morra County, New Mexico. 

Florence Upham, County Nurse, San Juan 
County, New Mexico. 

Victoria Mayer, County Nurse, Torrance 
County, New Mexico. 


Nurse, 


Other appoiritments : 


Ruth Cushman, Director of Maternity 
Center Association, Brooklyn, N. Y. 

Sarah E. Daily, District Supervising 
Nurse for the Illinois State Department of 
Health. 

Edna Lewis, Health-Teacher-Nurse, Pub- 
lic Schools, Tulsa, Oklahoma. 





